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A. Contract Completeness  

A.1.01. [Applies to all entity types.] 
The contract submission is signed and dated by all parties.  

A.1.02. [Applies to all entity types.] 
The contract submission is complete. That is: 1) All pages, appendices, attachments, etc. were 
submitted to CMS. 2) Any documents incorporated by reference (including, but not limited to, state 
statute, state regulation, or other binding document, such as a member handbook) to comply with 
federal regulations and the requirements of this review tool were submitted to CMS. 

A.1.03. [Applies to all entity types.] 
If the contract submission is an amendment, CMS has received and approved all previous 
amendments to the base contract. 

A.1.04. [Applies to all entity types.] 
If the contract submission includes capitation rates, CMS has completed the CMS rate-setting review 
tool and determined the rates to be compliant with federal requirements.  

A.1.05. [Applies to all entity types.] 
The contract submission complies with the federal authority(ies) approved by CMS. For example, if 
the contractor delivers services for a program authorized under 1915(b)/1915(c) concurrent 
authority, the contract is in compliance with the approved 1915(b)/1915(c) waivers.  

B. Enrollment and Disenrollment  

B.1. No Discrimination 

B.1.01. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to accept new enrollment from individuals in the order in which they 
apply without restriction up to the limits set under the contract. [42 CFR 438.6 (d)(1)]  

B.1.02. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from discriminating against individuals eligible to enroll on the basis 
of health status or need for health care services. [42 CFR 438.6 (d) (3) and (4)]  

B.1.03. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from discriminating against, or using any policy or practice that has 
the effect of discriminating against, individuals eligible to enroll on the basis of race, color, or 
national origin. [42 CFR 438.6 (d) (3) and (4)]  

B.2 Choice of Doctor 

B.2.01. [Applies to MCO, HIO, PIHP, PAHP] 
The contract requires that  for enrollees who qualify under the rural resident exception, (under which 
a State may limit a rural area resident to a single MCE), the limitation on the enrollees freedom to 
change between primary care providers can only be as restrictive as the limitations on enrollee – 
requested disenrollment. [42 CFR 438.52(b-d); 42 CFR 438.56(c)]  
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B.2.02. [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to allow each enrollee to choose his or her health professional to the 
extent possible and appropriate. [42 CFR 438.6(m)]  

B.3 Opt Out 

B.3.01. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies procedures for enrollment and reenrollment. [42 CFR 438.6 (d)(2)]  

B.3.02. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that MCE enrollment is voluntary, except when CMS has approved federal 
authority allowing the state to mandate enrollment. [42 CFR 438.6 (d)(2)]  

B.4 Reenrollment 

B.4.01. [Applies to MCO, PIHP, PAHP, PCCM] 
If specified by the federal authority (SPA or waiver) approved by CMS, the contract provides for 
automatic reenrollment of a recipient who is disenrolled solely because he or she loses Medicaid 
eligibility for a period of 2 months or less. [42 CFR 438.56(g)]  

B.5 Disenrollment 

B.5.01. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies the reasons for which the MCE may request disenrollment of an enrollee.  [42 
CFR 438.56(b)(1)]  

B.5.02. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE may not request disenrollment because of a change in the 
enrollee's health status. [1903(m)(2)(A)(v); 42 CFR 438.56(b)(2)]  

B.5.03. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE may not request disenrollment because of the enrollee's 
utilization of medical services. [1903(m)(2)(A)(v); 42 CFR 438.56(b)(2)]  

B.5.04. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE may not request disenrollment because of the enrollee’s 
diminished mental capacity. [1903(m)(2)(A)(v); 42 CFR 438.56(b)(2)]  

B.5.05. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE may not request disenrollment because of the enrollee’s 
uncooperative or disruptive behavior resulting from his or her special needs (except when his or her 
continued enrollment seriously impairs the MCEs ability to furnish services to the enrollee or other 
enrollees). [1903(m)(2)(A)(v); 42 CFR 438.56(b)(2)]  

B.5.06. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies the methods by which the MCE assures the state that it does not request 
disenrollment for reasons other than those permitted under the contract.  [42 CFR 438.56(b)(3)]  

B.5.07. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires that enrollees have the right to disenroll from their MCE as follows: For cause, 
at any time and without cause at the following times: (1) 90 days after initial enrollment or 
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notification of enrollment. (2) At least once every 12 months. (3) Upon reenrollment if a temporary 
loss of enrollment has caused the enrollee to miss the annual disenrollment period. (4)When the State 
imposes intermediate sanctions on the MCO and allows enrollees to disenroll without cause. [42 
CFR 438.6(k); 42 CFR 438.56(c)] 

B.5.08. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract allows enrollees to request disenrollment if the enrollee moves out of the service area. 
[42 CFR 438.56(d)(2)] 

B.5.09. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract allows enrollees to request disenrollment if the plan does not cover the service the 
enrollee seeks, because of moral or religious objections. [42 CFR 438.56(d)(2)]  

B.5.10. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract allows enrollees to request disenrollment if the enrollee needs related services to be 
performed at the same time and not all related services are available within the network. The 
enrollee's primary care provider or another provider must determine that receiving the services 
separately would subject the enrollee to unnecessary risk. [42 CFR 438.56(d)(2)]  

B.5.11. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract allows enrollees to request disenrollment for other reasons, including poor quality of 
care, lack of access to services covered under the contract, or lack of access to providers experienced 
in dealing with the enrollee's health care needs.  [42 CFR 438.56(d)(2)] 

B.6 Disenrollment Request Process 

B.6.01. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies that a recipient (or his or her representative) must request disenrollment by 
submitting an oral or written request to the state (or its agent) or the MCE, if the state allows the 
MCE to process disenrollment requests. [42 CFR 438.56(d)(1)(i); 42 CFR 438.56(d)(1)(ii)] 

B.6.02. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies that the MCE may approve a request for disenrollment, if the state allows the 
MCE to process disenrollment requests, or refer the request to the state. [42 CFR 438.56(d)(3)(i)]  

B.6.03. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires that the effective date of an approved disenrollment must be no later than the 
first day of the second month following the month in which the enrollee or the MCE files the request. 
[42 CFR 438.56(e)(1) and (2); 42 CFR 438.56(d)(3)(ii); 42 CFR 438.6(k); 42 CFR 438.56(c)] 
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B.6.04. [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires that if the entity or State agency (whichever is responsible) fails to make a 
disenrollment determination within the specified timeframes (i.e., the first day of the second month 
following the month in which the enrollee or the MCE files the request), the disenrollment is 
considered approved. [42 CFR 438.56(e)(1) and (2); 42 CFR 438.56(d)(3)(ii); 42 CFR 438.6(k); 42 
CFR 438.56(c)] 

B.7 Special Rules for American Indians 

B.7.01. [Applies to MCO, PIHP, PAHP, PCCM] 
For Indian Medicaid managed care entities, the contract allows the MCE to restrict enrollment of 
Indians in the same manner as Indian Health Programs may restrict the delivery of services to 
Indians. [1932(h)(3); SMD 10-001] 

B.7.02. [Applies to MCO, PCCM] 
The contract permits any Indian who is enrolled in a non-Indian MCE and eligible to receive services 
from a participating I/T/U provider, to elect that I/T/U as his or her primary care provider, if that 
I/T/U participates in the network as a primary care provider and has capacity to provide the services. 
[ARRA 5006(d); SMD 10-001] 

C. Beneficiary Notification 

C.1 Timing for the Provision of Enrollee Information 

C.1.01 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to notify all enrollees of their right 
to request and obtain the information described in the “Enrollee Information” section of this review 
tool at least once a year. [42 CFR 438.10(f)(2)] 

C.1.02 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide each of its enrollees all 
of the information described in the “Enrollee Information” section of this review tool within a 
reasonable time after the MCE receives notice of the recipient’s enrollment from the State or its 
contracted representative. [42 CFR 438.10(f)(3)] 

C.1.03 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to give each enrollee written notice 
of any significant change in the information described in the “Enrollee Information” section of this 
review tool at least 30 days before the intended effective date of the change. [42 CFR 438.10(f)(4)] 

C.2 Enrollee Information 

C.2.01 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on the names, locations, telephone numbers of, and non-English languages spoken by current 
contracted providers in the enrollee’s service area, including identification of providers that are not 
accepting new patients.  For MCOs, PIHPs and PAHPs, this includes, at a minimum, information on 
primary care physicians, specialists, and hospitals. [42 CFR 438.10(f)(6)(i)] 
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C.2.02 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on any restrictions on the enrollee’s freedom of choice among network providers. [42 CFR 
438.10(f)(6)(ii)] 

C.2.03 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on their right to be treated with respect and with due consideration for their dignity and privacy. [42 
CFR 438.10(f)(6)(iii); 42 CFR 438.100(b)(2)(ii)] 

C.2.04 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on their right to receive information on available treatment options and alternatives, presented in a 
manner appropriate to the enrollee’s condition and ability to understand. [42 CFR 438.10(f)(6)(iii); 
42 CFR 438.100(b)(2)(iii)] 

C.2.05 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on their right to participate in decisions regarding their health care, including the right to refuse 
treatment. [42 CFR 438.10(f)(6)(iii); 42 CFR 438.100(b)(2)(iv)] 

C.2.06 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on their right to be free from any form of restraint or seclusion. [42 CFR 438.10(f)(6)(iii); 42 CFR 
438.100(b)(2)(v)] 

C.2.07 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on their right to request and receive a copy of their medical records and request that they be amended 
or corrected. [42 CFR 438.10(f)(6)(iii); 42 CFR 438.100(b)(2)(vi)] 

C.2.08 [Applies to MCO, PIHP, PAHP] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on their right to obtain available and accessible health care services covered under the MCE contract. 
[42 CFR 438.10(f)(6)(iii); 42 CFR 438.100(b)(3)] 

C.2.09 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on the amount, duration, and scope of benefits available under the contract in sufficient detail to 
ensure that enrollees understand the benefits to which they are entitled. [42 CFR 438.10(f)(6)(v)] 

C.2.10 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to notify enrollees when it adopts a policy to discontinue coverage of 
a counseling or referral service based on moral or religious objections. [1932(b)(3)(B)(ii) ; 42 CFR 
438.102(b)(1)(ii)(B)] 
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C.2.11 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on procedures for obtaining benefits, including authorization requirements. [42 CFR 
438.10(f)(6)(vi)]   

C.2.12 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on the extent to which, and how, enrollees may obtain benefits, including family planning services, 
from out-of-network providers. [42 CFR 438.10(f)(6)(vii)]   

C.2.13 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on the extent to which, and how, after-hours and emergency coverage are provided.  This 
information must include at least the information described below. [42 CFR 438.10(f)(6)(viii)] 

• An explanation that an emergency medical condition means a medical condition manifesting 
itself by acute symptoms of sufficient severity (including severe pain) that a prudent layperson, 
who possesses an average knowledge of health and medicine, could reasonably expect the 
absence of immediate medical attention to place the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy, result in 
serious impairment to bodily functions, or cause serious dysfunction of any bodily organ or part, 

• An explanation that emergency services means covered inpatient and outpatient services that are 
furnished by a provider that is qualified to furnish these services under Medicaid and needed to 
evaluate or stabilize an emergency medical condition, 

• An explanation that post stabilization care services means covered services, related to an 
emergency medical condition that are provided after an enrollee is stabilized in order to maintain 
the stabilized condition or to improve or resolve the enrollee’s condition when the MCE does not 
respond to a request for pre-approval within 1 hour, the MCE cannot be contacted, or the MCE’s 
representative and the treating physician cannot reach an agreement concerning the enrollee’s 
care and an MCE physician is not available for consultation,   

• The fact that prior authorization is not required for emergency services, 
• The process and procedures for obtaining emergency services, including use of the 911-

telephone system or its local equivalent, 
• The locations of any emergency settings and other locations at which providers and hospitals 

furnish emergency services and post stabilization services covered under the contract, 
• The fact that the enrollee has the right to use any hospital or other setting for emergency care. 

C.2.14 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on the policy on referrals for specialty care and for other benefits not furnished by the enrollee’s 
primary care provider. [42 CFR 438.10(f)(6)(x)] 

C.2.15 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on cost sharing, if any. [42 CFR 438.10(f)(6)(xi)] 
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C.2.16 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on how and where to access any benefits that are available under the State Plan but are not covered 
under the contract, including cost sharing and how transportation is provided. [42 CFR 
438.10(f)(6)(xii)] 

C.2.17 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to provide adult enrollees with written information on advance 
directives polices, and include: (1) a description of applicable State law, (2) the MCE’s advance 
directives policies, including a description of any limitations the MCE places on the implementation 
of advance directives as a matter of conscience, and (3) instructions that complaints concerning 
noncompliance with advance directives requirements may be filed with the state Survey & 
Certification agency. [42 CFR 438.6(i)(3); 42 CFR 438.6(i)(4); 42 CFR 438.10(g)(2); 42 CFR 
438.10(h)(2)] 

C.2.18 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to reflect changes in State law in its written advance directives 
information as soon as possible, but no later than 90 days after the effective date of the change. [42 
CFR 438.6(i)(4)]  

C.2.19 [Applies to MCO, PIHP] 
If the state delegates this function, the contract requires the MCE to provide state-developed or state-
approved information to enrollees on grievance, appeal and state fair hearing procedures and 
timeframes.  This description must include at least the following: (1) Enrollees’ right to a state fair 
hearing, (2) The method for obtaining a hearing, (3) The rules that govern representation at the 
hearing, (4) Enrollees’ right to file grievances and appeals, (5) The requirements and timeframes for 
filing a grievance or appeal, (6) The availability of assistance for filing a grievance, appeal, or state 
fair hearing, (7) The toll free number the enrollee can use to file a grievance or appeal by phone, (8) 
The fact that benefits will continue, when requested by the enrollee, if the enrollee files a timely 
appeal or state fair hearing request, (9) The fact that the enrollee may be required to pay the cost of 
the continued  services furnished while the appeal is pending if the final decision is adverse to the 
enrollee, (10) Any appeal rights the state makes available to providers to challenge the failure of the 
organization to cover a service. [42 CFR 438.10(g)(1)] 

C.2.20 [Applies to MCO, PIHP] 
If the state delegates this function, the contract requires the MCE to provide additional information 
that is available upon request, including information on the structure and operation of the MCE and 
the MCE’s use of physician incentive plans. [42 CFR 438.10(g)(3)] 

C.2.21 [Applies to PAHP] 
If the state delegates this function, the contract requires the MCE to provide information to enrollees 
on the right to a state fair hearing, the method for obtaining a hearing, and rules governing 
representation at the hearing. [42 CFR 438.10(h)(1)] 

C.2.22 [Applies to PAHP] 
If the state delegates this function, the contract requires the MCE to provide information, upon 
request, to enrollees on the MCE’s use of physician incentive plans. [42 CFR 438.10(h)(3)] 
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C.3 Disenrollment Information 

C.3.01 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to notify all enrollees of their 
disenrollment rights annually, at a minimum. [42 CFR 438.10(f)(1)] 

C.3.02 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to send notice no less than 60 days 
before the start of each enrollment period if the state restricts disenrollment during periods lasting 90 
days or longer. [42 CFR 438.10(f)(1)] 

C.3.03 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to notify all enrollees, at the time 
of enrollment, of the enrollee’s disenrollment rights. [42 CFR 438.56(f)(1)]  

C.4 Passive Enrollment 

C.4.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies any procedures for Passive Enrollment including timelines associated with any 
“trial period” (where applicable). The contract specifies how the MCE ensures that enrollees are 
adequately notified of their enrollment. [42 CFR 438.6 (d) (2)] 

C.5 Provider Terminations 

C.5.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to make a good faith effort to give written notice within 15 days 
when an enrollee’s primary care provider (or a provider they saw on a regular basis) is terminated. 
[42 CFR 438.10(f)(5)] 

C.6 Sales and Transactions 

C.6.01 [Applies to MCO] 
The contract requires the MCE to make any reports of transactions between the MCE and parties in 
interest that are provided  to the State, or other agencies available to MCE enrollees upon reasonable 
request. [1903(m)(4)(B)] 

C.7 Timing for the Provision of Potential Enrollee Information 

C.7.01 [Applies to MCO, PIHP, PAHP, PCCM] 
If the State delegates this function, the contract requires the MCE  to provide the  information 
described in the “Potential Enrollee Information” section of this review tool to potential enrollees at 
the time they first become eligible in a voluntary program or are first required to enroll in a 
mandatory  program and within a timeframe that enables the potential enrollee to use the information 
in choosing among available plans. [42 CFR 438.10(e)(1)] 
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C.8 Potential Enrollee Information 

C.8.01 [Applies to MCO, PIHP, PAHP, PCCM] 
If the State delegates this function, the contract requires the MCE to provide general information to 
potential enrollees about: (1) Basic features of managed care, (2) Which populations are excluded 
from enrollment, subject to mandatory enrollment, or free to enroll voluntarily in the program. (3) 
The MCE’s responsibilities for coordination of enrollee care. [42 CFR 438.10(e)(2)(i)] 

C.8.02 [Applies to MCO, PIHP, PAHP, PCCM] 
If the State delegates this function, the contract requires the MCE to provide specific information to 
potential enrollees regarding each MCE program operating in the potential enrollee’s service area, 
including: (1) Benefits covered, (2) Cost sharing, if any, (3) Service area, (4) Names, locations, 
telephone numbers of, and non-English language spoken by current contracted providers, and 
including identification of providers that are not accepting new patients.  For MCOs, PIHPs, and 
PAHPs this includes at a minimum information on primary care physicians, specialists and hospitals, 
and (5) Benefits that are available under the state plan but are not covered under the contract, 
including how and where the enrollee may obtain those benefits, any cost sharing, and how 
transportation is provided (6) Counseling and referral services that are not covered under the contract 
because of moral or religious objections. [42 CFR 438.10(e)(2)(ii); 42 CFR 438.102(b)(1)(ii)(A); 
1932(b)(3)(B) (ii)] 

C.9 Marketing 

C.9.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from distributing marketing materials without first obtaining state 
approval.   [1932(d)(2)(A)(I); 42 CFR 438.104(b)(1)(i)] 

C.9.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies how the MCE assures the State agency that its marketing, including plans and 
materials, is accurate and does not mislead, confuse, or defraud the recipients or State agency. [42 
CFR 438.104(b)(2)] 

C.9.03 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE’s materials cannot contain any assertion or statement (whether 
written or oral) that the recipient must enroll in the MCE in order to obtain benefits or in order to not 
lose benefits. [42 CFR 438.104(b)(2)(i)] 

C.9.04 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE’s materials cannot contain any assertion or statement (whether 
written or oral) that CMS, the Federal or State government, or a similar entity endorses the MCE. [42 
CFR 438.104(b)(2)(ii)] 

C.9.05 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to distribute marketing materials to its entire service area as indicated 
in the contract. [1932(d)(2)(B); 42 CFR 438.104(b)(1)(ii)] 

C.9.06 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires that the MCE does not seek to influence enrollment in conjunction with the 
sale or offering of any private insurance. [1932(d)(2)(C); 42 CFR 438.104(b)(1)(iv)] 
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C.9.07 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from directly or indirectly engaging in door-to-door, telephone, or 
other cold-call marketing activities. [42 CFR 438.104(b)(1)(v)] 

C.10 Easily Understood 

C.10.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to provide all enrollment notices, informational materials, and 
instructional materials in an easily understood format and manner. [42 CFR 438.10(b)(1)] 

C.10.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE’s written materials to use easily understandable language and format. 
[42 CFR 438.10(d)(1)(i)] 

C.10.03 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE’s written materials to be available in alternative formats and in an 
appropriate manner that takes into consideration the special needs of those who, for example, are 
visually limited or have limited reading proficiency. [42 CFR 438.10(d)(1)(ii)] 

C.10.04 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates this function, the contract requires the MCE to inform all enrollees and potential 
enrollees about information available in alternative formats and how to access those formats. [42 
CFR 438.10(d)(1)(ii)] 

C.11 Mechanism 

C.11.01 [Applies to MCO, PIHP] 
The contract requires the MCE to have a mechanism in place to help enrollees and potential 
enrollees understand the requirements and benefits of the plan. [42 CFR 438.10(b)(2); 42 CFR 
438.10(b)(3)] 

C.12 Language 

C.12.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to make its written information available in the prevalent non-English 
languages identified by the state in its particular service area. [42 CFR 438.10(c)(3)] 

C.13 Interpretation 

C.13.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires each MCE to make oral interpretation services available free of charge to each 
enrollee and potential enrollee. [42 CFR 438.10(c)(4)] 

C.13.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to notify its enrollees that oral interpretation is available for any 
language and how to access those services. [42 CFR 438.10(c)(5)] 

C.13.03 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to notify its enrollees that written information is available in 
prevalent languages and how to access those services. [42 CFR 438.10(c)(5)] 
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D. MCE Policies, Procedures, and Systems  

D.1 Advance Directives 

D.1.01 [Applies to MCO, PIHP] 
The contract requires that each MCE maintain written policies and procedures on advance directives 
for all adults receiving medical care by or through the MCE.  [42 CFR 438.6(i)(1); 42 CFR 422.128; 
42 CFR 489.102(a)] 

D.1.02 [Applies to MCO, PIHP] 
The contract prohibits the MCE from conditioning the provision of care or otherwise discriminating 
against an individual based on whether or not the individual has executed an advance directive. [42 
CFR 438.6(i)(1); 42 CFR 422.128; 42 CFR 489.102(a)(3)] 

D.1.03 [Applies to MCO, PIHP] 
The contract requires that each MCE educate staff concerning their policies and procedures on 
advance directives. [42 CFR 438.6(i)(1); 42 CFR 422.128; 42 CFR 489.102(a)(5)]  

D.1.04 [Applies to MCO, PIHP] 
The contract defines advance directive as a written instruction, such as a living will or durable power 
of attorney for health care, recognized under State law (whether statutory or as recognized by the 
courts of the State), relating to the provision of health care when the individual is incapacitated. [42 
CFR 438.6(i)(1); 42 CFR 422.128; 42 CFR 489.100] 

D.1.05 [Applies to PAHP] 
The contract requires that the MCE maintain written policies and procedures on advance directives 
for all adults receiving medical care by or through the PAHP if the MCE’s provider network 
includes:  home health agencies, home health care providers, personal care providers or hospice 
providers. [42 CFR 438.6(i)(2); 42 CFR 438.10(h)] 

D.2 Authorizations 

D.2.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE and its subcontractors have in place and follow written policies 
and procedures for processing requests for initial and continuing authorizations of services. [42 CFR 
438.210(b)(1)] 

D.2.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to have in effect mechanisms to ensure consistent application of 
review criteria for authorization decisions. [42 CFR 438.210(b)(2)(i)]  

D.2.03 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to consult with the requesting provider on authorization decisions, 
when appropriate. [42 CFR 438.210(b)(2)(ii)] 

D.3 Moral Objections 

D.3.01 [Applies to MCO, PIHP, PAHP] 
The contract specifies that an MCE that would otherwise be required to provide, reimburse for, or 
provide coverage of a counseling or referral service is not required to do so if the MCE objects to the 
service on moral or religious grounds. [1932(b)(3)(B)(i); 42 CFR 438.102(a)(2)] 
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D.4 Practice Guidelines 

D.4.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to adopt practice guidelines that are based on valid and reliable 
clinical evidence or a consensus of health care professionals in the particular field. [42 CFR 
438.236(b)(1)] 

D.4.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to adopt practice guidelines that consider the needs of the enrollees. 
[42 CFR 438.236(b)(2)] 

D.4.03 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to adopt practice guidelines in consultation with contracting health 
care professionals. [42 CFR 438.236(b)(3)] 

D.4.04 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to review and update practice guidelines periodically as appropriate. 
[42 CFR 438.236(b)(4)]  

D.4.05 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE disseminate the practice guidelines to all affected providers and, 
upon request, to enrollees and potential enrollees. [42 CFR 438.236(c)]  

D.5 Program Integrity 

D.5.01 [Applies to MCO, PIHP] 
The contract requires that the MCE have administrative and management arrangements or 
procedures (including a mandatory compliance plan) that are designed to guard against fraud and 
abuse. [42 CFR 438.608(a)]   

D.5.02 [Applies to MCO, PIHP] 
The contract requires that the MCE have written policies, procedures, and standards of conduct that 
articulate the organization's commitment to comply with all applicable Federal and State program 
integrity standards. [42 CFR 438.608(b)(1)]  

D.5.03 [Applies to MCO, PIHP] 
The contract requires that the MCE designate a compliance officer and a compliance committee that 
are accountable to senior management. [42 CFR 438.608(b)(2)]  

D.5.04 [Applies to MCO, PIHP] 
The contract requires that the MCE have arrangements or procedures that include effective training 
and education for the compliance officer and the organization's employees. [42 CFR 438.608(b)(3)] 

D.5.05 [Applies to MCO, PIHP] 
The contract requires that the MCE have effective lines of communication between the compliance 
officer and the organization's employees. [42 CFR 438.608(b)(4)]  

D.5.06 [Applies to MCO, PIHP] 
The contract requires that the MCE enforce program integrity standards through well-publicized 
disciplinary guidelines. [42 CFR 438.608(b)(5)]  

D.5.07 [Applies to MCO, PIHP] 
The contract requires that the MCE provide for internal program integrity monitoring and auditing. 
[42 CFR 438.608(b)(6)]  



14 

D.5.08 [Applies to MCO, PIHP] 
The contract requires that the MCE provide for prompt response to detected program integrity 
offenses and develop corrective action initiatives. [42 CFR 438.608(b)(7)]  

D.6 Provider Section 

D.6.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE’s provider selection policies and procedures do not discriminate 
against particular providers that serve high-risk populations or specialize in conditions that require 
costly treatment. [42 CFR 438.214(c)]  

D.6.02 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE’s provider selection policies and procedures include a uniform 
documented process for credentialing and re-credentialing providers who have signed contracts with 
the MCE. [42 CFR 438.114(b)] 

D.7 Performance Measurement 

D.7.01 [Applies to MCO, PIHP] 
The contract requires that, on an annual basis the MCE either (1) measure and report to the State its 
performance (using standard measures required by the State); (2) submit to the State data specified 
by the State that enables the State to measure the entity's performance; or (3) perform a combination 
of the activities listed above. [42 CFR 438.240(c)]  

D.8 Health Information Systems 

D.8.01 [Applies to MCO, PIHP] 
The contract requires that the MCE maintains a health information system that collects, analyzes, 
integrates, and reports data.  The system must provide information on areas including, but not limited 
to, utilization, grievances and appeals, and disenrollments for other than loss of Medicaid eligibility. 
[42 CFR 438.242(a)] 

D.8.02 [Applies to MCO, PIHP] 
The contract requires that the MCE collects data on enrollee and provider characteristics as specified 
by the State and on services furnished to enrollees through an encounter data system or other 
methods as may be specified by the State. [42 CFR 438.242(b)(1)] 

D.8.03 [Applies to MCO, PIHP] 
The contract requires that the MCE verifies the accuracy and timeliness of data reported by 
providers. [42 CFR 438.242(b)(2)] 

D.8.04 [Applies to MCO, PIHP] 
The contract requires that the MCE screens the data received from providers for completeness, logic, 
and consistency. [42 CFR 438.242(b)(2)] 

D.8.05 [Applies to MCO, PIHP] 
The contract requires that the MCE collect service information received from providers in 
standardized formats to the extent feasible and appropriate. [42 CFR 438.242(b)(2)] 

D.8.06 [Applies to MCO, PIHP] 
The contract requires the MCE to make all collected data available to the State and upon request to 
CMS. [42 CFR 438.242(b)(3)] 



15 

D.9 Grievances 

D.9.01 [Applies to MCO, PIHP] 
The contract requires that MCOs and PIHPs maintain records of grievances and appeals. [42 CFR 
438.416] 

D.10 Data 

D.10.01 [Applies to MCO] 
The contract provides that the MCE requires each physician providing services to enrollees to have a 
standard unique health identifier. [1932 (d)(4); 1173(b)] 

D.11 Timely Payment 

D.11.01 [Applies to MCO] 
The contract requires that the MCE will meet the requirements of FFS timely payment, including the 
paying of 90% of all clean claims from practitioners (i.e. those who are in individual or group 
practice or who practice in shared health facilities) within 30 days of the date of receipt; and paying 
99 percent of all clean claims from practitioners (who are in individual or group practice or who 
practice in shared health facilities) within 90 days of the date of receipt. [42 CFR 447.45 (d)(3)] 

D.11.02 [Applies to MCO] 
The contract requires that the MCE ensure that the date of receipt is the date the MCE receives the 
claim, as indicated by its date stamp on the claim; and that the date of payment is the date of the 
check or other form of payment. [42 CFR 447.45 (d)(3)] 

D.11.03 [Applies to MCO, PCCM] 
The contract requires that the MCE will meet the requirements of FFS timely payment for all I/T/U 
providers in its network, including the paying of  90% of all clean claims from practitioners (i.e. 
those who are in individual or group practice or who practice in shared health facilities) within 30 
days of the date of receipt; and paying 99 percent of all clean claims from practitioners (who are in 
individual or group practice or who practice in shared health facilities) within 90 days of the date of 
receipt. [ARRA 5006(d); SMD 10-001] 

D.12 Encounter Data 

D.12.01 [Applies to MCO] 
The contract requires the MCE to maintain sufficient patient encounter data to identify the physician 
who delivers services to patients. [1903(m)(2)(A)(xi)] 

D.13 Provider Preventable Conditions 

D.13.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to report all identified provider-preventable conditions in a form or 
frequency, which may be specified by the State. [42 CFR 438.6(f)(2)(ii)] 

D.14 Reporting 

D.14.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to submit documentation to the State, in a format specified by the 
State, to demonstrate that it offers an appropriate range of preventive, primary care and specialty 
services that is adequate for the anticipated number of enrollees for the service area 1) at the time it 
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enters into a contract with the state, and 2) any time there is a significant change (as defined by the 
state) in the MCE’s operations that impacts services. [42 CFR 438.207(b)(1)] 

D.14.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to submit documentation to the State, in a format specified by the 
State, to demonstrate that it maintains a network of providers that is sufficient in number, mix, and 
geographic distribution to meet the needs of the anticipated number of enrollees in the service area 1) 
at the time it enters into a contract with the state, and 2) any time there is a significant change (as 
defined by the state) in the MCE’s operations that impacts services. [42 CFR 438.207(b)(2)] 

D.15 Enrollee Rights 

D.15.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to have written policies guaranteeing each enrollee’s right to be 
treated with respect and with due consideration for his or her dignity and privacy. [42 CFR 
438.100(a)(1); 42 CFR 438.100(b)(2)(ii)]  

D.15.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to have written policies guaranteeing each enrollee’s right to receive 
information on available treatment options and alternatives, presented in a manner appropriate to the 
enrollee’s condition and ability to understand. [42 CFR 438.100(a)(1); 42 CFR 438.100(b)(2)(iii)] 

D.15.03 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to have written policies guaranteeing each enrollee’s right to 
participate in decisions regarding his or her health care, including the right to refuse treatment. [42 
CFR 438.100(a)(1); 42 CFR 438.100(b)(2)(iv)] 

D.15.04 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to have written policies guaranteeing each enrollee’s right to be free 
from any form of restraint or seclusion used as a means of coercion, discipline, convenience or 
retaliation. [42 CFR 438.100(b)(2)(vi); 42 CFR 438.100(a)(1)]  

D.15.05 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to have written policies guaranteeing enrollees’ right to request and 
receive a copy of his or her medical records, and to request that they be amended or corrected. [42 
CFR 438.100(b)(2)(v); 42 CFR 438.100(a)(1)] 

D.15.06 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires that each enrollee is free to exercise his or her rights without the MCE or its 
providers treating the enrollee adversely. [42 CFR 438.100(c)] 

E. Providers and Provider Network 

E.1 Network Adequacy 

E.1.01 [Applies to PCCM] 
The contract requires the MCE to provide reasonable hours of operation, including 24-hour 
availability of information, referral, and treatment for emergency medical conditions. [42 CFR 
438.6(k)] 
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E.1.02 [Applies to PCCM] 
The contract requires the MCE to make arrangements with or referrals to, a sufficient number of 
physicians and other practitioners to ensure that the enrollees are getting the services provided for 
under the contract, promptly and without compromising the quality of care. [42 CFR 438.6(k)(3)] 

E.1.03 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE maintain a network of appropriate providers that is supported by 
written agreements. [42 CFR 438.206(b)(1)] 

E.1.04 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE maintain a network of appropriate providers that is sufficient to 
provide adequate access to all services covered under the contract. [42 CFR 438.206(b)(1)] 

E.1.05 [Applies to MCO, PIHP, PAHP] 
The contract requires that when establishing and maintaining its network, the MCE consider how 
many Medicaid beneficiaries may enroll. [42 CFR 438.206(b)(1)(i)] 

E.1.06 [Applies to MCO, PIHP, PAHP] 
The contract requires that, when establishing and maintaining its network, the MCE consider the 
expected utilization of services, given the characteristics and health care needs of the specific 
Medicaid populations enrolled in the MCE. [42 CFR 438.206(b)(1)(ii)] 

E.1.07 [Applies to MCO, PIHP, PAHP] 
The contract requires that when establishing and maintaining its network, the MCE consider the 
numbers and types (their training, experience and specialization) of providers required to provide the 
necessary Medicaid services. [42 CFR 438.206(b)(1)(iii)] 

E.1.08 [Applies to MCO, PIHP, PAHP] 
The contract requires that when establishing and maintaining its network, the MCE consider the 
numbers of network providers who are not accepting new Medicaid patients. [42 CFR 
438.206(b)(1)(iv)] 

E.1.09 [Applies to MCO, PIHP, PAHP]  
The contract requires that, when establishing and maintaining its network, the MCE consider the 
geographic location of providers and Medicaid enrollees, considering distance, travel time, the 
means of transportation ordinarily used by Medicaid enrollees, and whether the location provides 
physical access for Medicaid enrollees with disabilities. [42 CFR 438.206(b)(1)(v)] 

E.1.10 [Applies to MCO, PCCM] 
The contract requires the MCE to permit any Indian who is enrolled in a non-Indian MCE and 
eligible to receive services from a participating I/T/U provider to choose to receive covered services 
from that I/T/U provider. [ARRA 5006(d); SMD 10-001] 

E.1.11 [Applies to PCCM] 
The contract restricts enrollment to recipients who reside sufficiently near one of the PCCM provider 
sites to reach that site within a reasonable time using available and affordable modes of 
transportation. [42 CFR 438.6(k)] 
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E.2 No Discrimination 

E.2.01 [Applies to MCO, PIHP, PAHP] 
The contract prohibits MCEs from discriminating against any provider (limiting their participation, 
reimbursement or indemnification) who is acting within the scope of his or her license or 
certification under applicable State law, solely on the basis of that license or certification. [42 CFR 
438.12(a)(1)] 

E.3 Declined Participation 

E.3.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to give written notice of the reason for its decision when it declines to 
include individual or groups of providers in its network. [42 CFR 438.12(a)(1)] 

E.3.02 [Applies to MCO, PIHP, PAHP] 
The contract does not require the MCE to contract with more providers than necessary to meet the 
needs of its enrollees. [42 CFR 438.12(b)(1)] 

E.3.03 [Applies to MCO, PIHP, PAHP] 
The contract does not preclude the MCE from using different reimbursement amounts for different 
specialties or for different practitioners in the same specialty. [42 CFR 438.12(b)(1)] 

E.3.04 [Applies to MCO, PIHP, PAHP]  
The contract does not preclude the MCE from establishing measures that are designed to maintain 
quality of services and control costs and are consistent with its responsibilities to enrollees. [42 CFR 
438.12(b)(1)] 

E.4 Anti-gag 

E.4.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE does not prohibit or restrict a healthcare professional, acting 
within the lawful scope of practice, from advising or advocating on behalf of an enrollee who is his 
or her patient regarding the enrollee’s health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered. [1932(b)(3)(A); 42 CFR 438.102(a)(1)(i)] 

E.4.02 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE does not prohibit or restrict a healthcare professional, acting 
within the lawful scope of practice, from advising or advocating on behalf of an enrollee who is his 
or her patient regarding any information the enrollee needs in order to decide among all relevant 
treatment options. [1932(b)(3)(A); 42 CFR 438.102(a)(1)(ii)] 

E.4.03 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE does not prohibit or restrict a healthcare professional, acting 
within the lawful scope of practice, from advising or advocating on behalf of an enrollee who is his 
or her patient regarding the risks, benefits, and consequences of treatment or non-treatment. 
[1932(b)(3)(A); 42 CFR 438.102(a)(1)(iii)] 

E.4.04 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE does not prohibit or restrict a healthcare professional, acting 
within the lawful scope of practice, from advising or advocating on behalf of an enrollee who is his 
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or her patient regarding the enrollee’s right to participate in decisions regarding his or her health 
care, including the right to refuse treatment, and to express preferences about future treatment 
decisions. [1932(b)(3)(A); 42 CFR 438.102(a)(1)(iv)] 

E.4.05 [Applies to MCO, PIHP] 
The contract requires that the MCE take no punitive action against a provider who either requests an 
expedited resolution or supports an enrollee’s appeal. [42 CFR 438.410(b)] 

E.5 Access 

E.5.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE and its providers meet the State standards for timely access to 
care and services, taking into account the urgency of need for services. [42 CFR 438.206(c)(1)(i)] 

E.5.02 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE’s network providers offer hours of operation that are no less than 
the hours offered to commercial enrollees or are comparable to Medicaid fee-for-service, if the 
provider serves only Medicaid enrollees. [42 CFR 438.206(c)(1)(ii)] 

E.5.03 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to make services available 24 hours a day, 7 days a week, when 
medically necessary. [42 CFR 438.206(c)(1)(iii)] 

E.5.04 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to establish mechanisms to ensure that the network providers comply 
with the timely access requirements. [42 CFR 438.206(c)(1)(iv)] 

E.5.05 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to monitor providers regularly to determine compliance with the 
timely access requirements. [42 CFR 438.206(c)(1)(v)] 

E.5.06 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to take corrective action if it, or its providers, fail to comply with the 
timely access requirements. [42 CFR 438.206(c)(1)(vi)] 

E.5.07 [Applies to MCO, PCCM] 
The contract requires the MCE to demonstrate that there are sufficient I/T/U providers in the network 
to ensure timely access to services available under the contract for Indian enrollees who are eligible 
to receive services from such providers. [ARRA 5006(d); SMD 10-001] 

E.6 Grievance  

E.6.01 [Applies to MCO, PIHP] 
The contract requires the MCE to inform providers and subcontractors, at the time they enter into a 
contract, about the enrollee’s right to a state fair hearing, how to obtain a hearing, and the 
representation rules at a hearing. [42 CFR 438.414; 42 CFR 438.10(g)(1)(i)] 
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E.6.02 [Applies to MCO, PIHP] 
The contract requires the MCE to inform providers and subcontractors, at the time they enter into a 
contract, about the enrollee’s right to file grievances and appeals and the requirements and 
timeframes for filing. [42 CFR 438.414; 42 CFR 438.10(g)(1)(ii)(iii)] 

E.6.03 [Applies to MCO, PIHP] 
The contract requires the MCE to inform providers and subcontractors, at the time they enter into a 
contract, about the availability of assistance with filing grievances and appeals. [42 CFR 438.414; 42 
CFR 438.10(g)(1)(iv)] 

E.6.04 [Applies to MCO, PIHP] 
The contract requires the MCE to inform providers and subcontractors, at the time they enter into a 
contract, about the toll-free number to file oral grievances and appeals. [42 CFR 438.414; 42 CFR 
438.10(g)(1)(v)] 

E.6.05 [Applies to MCO, PIHP] 
The contract requires that the MCE must inform providers and subcontractors, at the time they enter 
into a contract, about the enrollee’s right to request continuation of benefits during an appeal or State 
Fair Hearing filing, although the enrollee may be liable for the cost of any continued benefits if the 
action is upheld. [42 CFR 438.414; 42 CFR 438.10(g)(1)(vi)]  

E.6.06 [Applies to MCO, PIHP] 
The contract requires the MCE to inform providers and subcontractors, at the time they enter into a 
contract, of any State-determined provider's appeal rights to challenge the failure of the organization 
to cover a service. [42 CFR 438.414; 42 CFR 438.10(g)(1)(vii)] 

E.7 Balance Billing 

E.7.01 [Applies to MCO, PIHP, PAHP] 
The contract obligates the MCE to require that subcontractors and referral providers  not bill 
enrollees, for covered services, any amount greater than would be owed if the entity provided the 
services directly (i.e., no balance billing by providers). [1932(b)(6); 42 CFR 438.6(l); 42 CFR 
438.230; 42 CFR 438.230(c)] 

E.8 Physician Incentive Plan 

E.8.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE may only operate a PIP if no specific payment can be made 
directly or indirectly under a PIP to a physician or physician group as an incentive to reduce or limit 
medically necessary services to an enrollee. [1903(m)(2)(A)(x); 42 CFR 422.208(c)(1); 42 CFR 
438.6(h)] 

E.8.02 [Applies to MCO, PIHP, PAHP] 
The contract requires that if the MCE puts a physician/physician group at substantial financial risk 
for services not provided by the physician/physician group, the MCE must ensure that the 
physician/physician group has adequate stop-loss protection. [1903(m)(2)(A)(x); 42 CFR 
422.208(c)(2); 42 CFR 438.6(h)] 
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F. Coverage  

F.1 Emergency and Post-Stabilization Services 

F.1.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract defines an emergency medical condition as a medical condition manifesting itself by 
acute symptoms of sufficient severity (including severe pain) that a prudent layperson, who 
possesses an average knowledge of health and medicine, could reasonably expect the absence of 
immediate medical attention to result in placing the health of the individual (or, with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy, serious 
impairment to bodily functions, or serious dysfunction of any bodily organ or part. [1932(b)(2); 42 
CFR 438.114(a)] 

F.1.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract defines emergency service as covered inpatient and outpatient services that are needed 
to evaluate or stabilize an emergency medical condition and furnished by a provider that is qualified 
to furnish such services under Medicaid. [1932(b)(2); 42 CFR 438.114(a)] 

F.1.03 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract defines post stabilization services as covered services, related to an emergency medical 
condition that are provided after an enrollee is stabilized in order to maintain the stabilized condition 
or are provided to improve or resolve the enrollee’s condition when the MCE does not respond to a 
request for pre-approval within 1 hour, the MCE cannot be contacted, or the MCE’s representative 
and the treating physician cannot reach an agreement concerning the enrollee’s care and an MCE 
physician is not available for consultation. [1852(d)(2); 42 CFR 438.114(a); 42 CFR 438.114(e); 42 
CFR 422.113(c)(1)] 

F.1.04 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover and pay for emergency services and post stabilization care 
services. [1852(d)(2); 42 CFR 438.114(b); 42 CFR 422.113(c)] 

F.1.05 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover and pay for emergency services regardless of whether the 
provider that furnishes the services has a contract with the MCE. [1932(b)(2); 42 CFR 
438.114(c)(1)(i)] 

F.1.06 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to pay non-contracted providers for emergency services no more than 
the amount that would have been paid if the service had been provided under the State’s FFS 
Medicaid program. [SMDL#06-010; 1932(b)(2)(D)] 

F.1.07 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from denying payment for treatment obtained when an enrollee had 
an emergency medical condition, including cases in which the absence of immediate medical 
attention would not result in placing the health of the individual in serious jeopardy, serious 
impairment to bodily functions, or serious dysfunction of any bodily organ or part. [1932(b)(2); 42 
CFR 438.114(c)(1)(ii)(A)] 
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F.1.08 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from denying payment for treatment obtained when a representative 
of the MCE instructs the enrollee to seek emergency services. [42 CFR 438.114(c)(1)(ii)(B)] 

F.1.09 [Applies to PCCM] 
The contract requires the PCCM to allow enrollees to obtain emergency services outside the primary 
care case management system regardless of whether the case manager referred the enrollee to the 
provider that furnished the services. [42 CFR 438.114(c)(2)(i)] 

F.1.10 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from limiting what constitutes an emergency medical condition on 
the basis of lists of diagnoses or symptoms. [42 CFR 438.114(d)(1)(i)] 

F.1.11 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to allow the emergency services provider a minimum of ten calendar 
days to notify the primary care provider, MCE or applicable State entity of the enrollee's screening 
and treatment before refusing to cover the services based on a failure to notify. [42 CFR 
438.114(d)(1)(ii); 6/14/2002 final rule, Preamble comments on page 41030] 

F.1.12 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE may not hold an enrollee who has an emergency medical 
condition liable for payment of subsequent screening and treatment needed to diagnose or stabilize 
the specific condition. [42 CFR 438.114(d)(2)] 

F.1.13 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE is responsible for coverage and payment of services until the 
attending emergency physician, or the provider actually treating the enrollee, determines that the 
enrollee is sufficiently stabilized for transfer or discharge. [42 CFR 438.114(d)(3)] 

F.1.14 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover post-stabilization services obtained within or outside the 
MCE network that are pre-approved by a MCE provider or representative. [42 CFR 438.114(e); 42 
CFR 422.113(c)(2)(i)] 

F.1.15 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover post-stabilization care services obtained within or outside 
the MCE network that are not pre-approved by a MCE provider or representative, but administered 
to maintain the enrollee's stabilized condition within 1 hour of a request to the MCE for pre-approval 
of further post-stabilization care services. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(ii) and (iii)] 

F.1.16 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover post stabilization care services administered to maintain, 
improve, or resolve the enrollee’s stabilized condition without preauthorization, and regardless of 
whether the enrollee obtains the services within the MCE network, when the MCE did not respond to 
a request for pre-approval within 1 hour. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(iii)] 

F.1.17 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover post stabilization care services administered to maintain, 
improve, or resolve the enrollee’s stabilized condition without preauthorization, and regardless of 
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whether the enrollee obtains the services within the MCE network, when the MCE could not be 
contacted for pre-approval. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(iii)] 

F.1.18 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to cover post stabilization care services administered to maintain, 
improve, or resolve the enrollee’s stabilized condition without preauthorization, and regardless of 
whether the enrollee obtains the services within the MCE network, when the MCE representative and 
the treating physician could not reach agreement concerning the enrollee’s care and a MCE 
physician was not available for consultation. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(iii)] 

F.1.19 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to limit charges to enrollees for post-stabilization care services to an 
amount no greater than what the MCE would charge the enrollee if he or she obtained the services 
through the MCE. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(iv)] 

F.1.20 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE’s financial responsibility for post-stabilization care services it 
has not pre-approved ends when a MCE physician with privileges at the treating hospital assumes 
responsibility for the enrollee’s care. [42 CFR 438.114(e); 42 CFR 422.113(c)(3)(i)] 

F.1.21 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE’s financial responsibility for post-stabilization care services it 
has not pre-approved ends when a MCE physician assumes responsibility for the enrollee’s care 
through transfer. [42 CFR 438.114(e); 42 CFR 422.113(c)(3)(ii)] 

F.1.22 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that the MCE’s financial responsibility for post-stabilization care services it 
has not pre-approved ends when a MCE representative and the treating physician reach an agreement 
concerning the enrollee’s care. [42 CFR 438.114(e); 42 CFR 422.113(c)(3)(iii)] 

F.1.23 [Applies to MCO, PIHP, PAHP, PCCM]  
The contract provides that the MCE’s financial responsibility for post-stabilization care services it 
has not pre-approved ends when the enrollee is discharged. [42 CFR 438.114(e); 42 CFR 
422.113(c)(3)(iv)] 

F.2 Family Planning  

F.2.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from restricting the enrollee’s free choice of family planning 
services and supplies providers. [1902(a)(23); 42 CFR 431.51(b)(2)] 

F.3 Abortions 

F.3.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The entity may only provide for abortions in the following situations: (1) If the pregnancy is the 
result of an act of rape or incest; or (2) In the case where a woman suffers from a physical disorder, 
physical injury, or physical illness, including a life-endangering physical condition caused by or 
arising from the pregnancy itself, which would, as certified by a physician, place the woman in 
danger of death unless an abortion is performed. No other abortions, regardless of funding, can be 
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provided as a benefit under the managed care contract. [42 CFR 441.202; Consolidated 
Appropriations Act of 2008] 

F.4 Laboratory Testing Sites 

F.4.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that all laboratory testing sites providing services under the contract have either 
a CLIA certificate or waiver of a certificate of registration along with a CLIA identification number. 
[42 CFR 493.1; 42 CFR 493.3] 

F.5 Women’s Health Specialist 

F.5.01 [Applies to MCO, PIHP, PAHP] 
If a female enrollee’s designated primary care physician is not a women’s health specialist, the 
contract requires the MCE to provide the enrollee with direct access to a women’s health specialist 
within the network for covered routine and preventive women’s health care services. [42 CFR 
438.206(b)(2)] 

F.6 Second Opinions 

F.6.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to provide for a second opinion from a qualified health care 
professional within the network, or arrange for the enrollee to obtain a second opinion outside the 
network, at no cost to the enrollee. [42 CFR 438.206(b)(3)] 

F.7 Out-of-Network Care 

F.7.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that if the MCE is unable to provide necessary medical services covered under 
the contract to a particular enrollee, the MCE must adequately and timely cover the services out of 
network, for as long as the MCE is unable to provide them. [42 CFR 438.206(b)(4)] 

F.7.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to coordinate payment with out of network providers and ensure that 
cost to the enrollee is no greater than it would be if the services were furnished within the network. 
[42 CFR 438.206(b)(5)] 

F.8 Indian Health Services 

F.8.01 [Applies to MCO, PCCM] 
The contract requires the MCE to pay I/T/U providers, whether participating in the network or not, 
for covered managed care services provided to Indian enrollees who are eligible to receive services 
from the I/T/U either at a negotiated rate between the MCE and the I/T/U provider, or if there is no 
negotiated rate, at a rate no less than the level and amount of payment that would be made if the 
provider were not an I/T/U provider. [ARRA 5006(d); SMD 10-001]   

F.9. Services Not Covered Based on Moral Objections 

F.9.01 [Applies to MCO, PIHP, PAHP] 
The contract requires a MCE that elects not to provide, reimburse for, or provide coverage of, a 
counseling or referral service because of an objection on moral or religious grounds, to furnish 
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information about the services it does not cover to the state with its application for a Medicaid 
contract and whenever it adopts such a policy during the term of the contract. [1932(b)(3)(B)(i); 42 
CFR 438.102(b)(1)(i)] 

F.10 Amount, Duration and Scope 

F.10.01 [Applies to MCO, PIHP, PAHP] 
The contract identifies, defines, and specifies each service the MCE is required to offer and requires 
the MCE to furnish the services in an the amount, duration, and scope that is no less than the amount, 
duration, and scope furnished under fee-for-service Medicaid. [42 CFR 438.210(a)(1) and (2)]    

F.10.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to ensure that services are sufficient in amount, duration, or scope to 
reasonably be expected to achieve the purpose for which the services are furnished. [42 CFR 
438.210(a)(3)(i)] 

F.10.03 [Applies to MCO, PIHP, PAHP] 
The contract prohibits the MCE from arbitrarily denying or reducing the amount, duration, or scope 
of a required service solely because of the diagnosis, type of illness, or condition. [42 CFR 
438.210(a)(3)(ii)] 

F.10.04 [Applies to MCO, PIHP, PAHP] 
The contract allows the MCE to place appropriate limits on a service on the basis of criteria applied 
under the Medicaid State Plan, such as medical necessity. [42 CFR 438.210(a)(3)(iii)(A)] 

F.10.05 [Applies to MCO, PIHP, PAHP] 
The contract allows the MCE to place appropriate limits on a service for utilization control, provided 
the services furnished can reasonably be expected to achieve their purpose. [42 CFR 
438.210(a)(3)(iii)(B)] 

F.10.06 [Applies to MCO, PIHP, PAHP] 
The contract must specify what constitutes "medically necessary services" in a manner that is no 
more restrictive than the State Medicaid program. [42 CFR 438.210(a)(4)(i)] 

F.10.07 [Applies to MCO, PIHP, PAHP] 
The contract must specify what constitutes “medically necessary services” in a manner that addresses 
the extent to which the MCE is responsible for covering services related to the prevention, diagnosis, 
and treatment of health impairments. [42 CFR 438.210(a)(4)(ii)(A)] 

F.10.08 [Applies to MCO, PIHP, PAHP] 
The contract must specify what constitutes “medically necessary services” in a manner that addresses 
the extent to which the MCE is responsible for covering services related to the ability to achieve age-
appropriate growth and development. [42 CFR 438.210(a)(4)(ii)(B)] 

F.10.09 [Applies to MCO, PIHP, PAHP] 
The contract must specify what constitutes “medically necessary services” in a manner that addresses 
the extent to which the MCE is responsible for covering services related to the ability to attain, 
maintain, or regain functional capacity. [42 CFR 438.210(a)(4)(ii)(C)] 
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F.11 Provider Preventable Conditions 

F.11.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from making payment to a provider for provider-preventable 
conditions that meet the following criteria: (i) is identified in the State plan; (ii) has been found by 
the State, based upon a review of medical literature by qualified professionals, to be reasonably 
preventable through the application of procedures supported by evidence-based guidelines; (iii) has a 
negative consequence for the beneficiary; (iv) is auditable; (v) includes, at a minimum, wrong 
surgical or other invasive procedure performed on a patient; surgical or other invasive procedure 
performed on the wrong body part; surgical or other invasive procedure performed on the wrong 
patient. [42 CFR 438.6(f)(2)(i); 42 CFR 434.6(a)(12)(i); 42 CFR 447.26(b)] 

F.11.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies that the MCE must require all providers to report provider-preventable 
conditions associated with claims for payment or enrollee treatments for which payment would 
otherwise be made. [42 CFR 438.6(f)(2)(ii); 42 CFR 434.6(a)(12)(ii)] 

F.12 Cost Sharing 

F.12.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that any cost sharing imposed on Medicaid enrollees is in accordance with 
Medicaid fee for service requirements at 42 CFR 447.50 through 42 CFR 447.60. [1916(a)(2)(D); 
1916(b)(2)(D); 42 CFR 438.108; 42 CFR 447.50-60; SMD letter 6/16/06]  

F.12.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to exempt from premiums any Indian who is eligible to receive or has 
received an item or service furnished by an Indian health care provider or through referral under 
contract health services.  The contract requires the MCE to exempt from all cost sharing any Indian 
who is urrently receiving or has ever received an item or service furnished by an Indian health care 
provider or through referral under contract health services. [42 CFR 447.52(h); 42 CFR 
447.56(a)(1)(x); ARRA 5006(a); SMD 10-001] 

F.13 Nonpayment 

F.13.01 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying for organ transplants unless the State Plan provides, and 
the MCE follows, written standards that provide for similarly situated individuals to be treated alike 
and for any restriction on facilities or practitioners to be consistent with the accessibility of high 
quality care to enrollees. [1903(i) final sentence; 1903(i)(1)]   

F.13.02 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital) furnished 
under the plan by any individual or entity during any period when the individual or entity is excluded 
from participation under title V, XVIII, or XX or under this title pursuant to section 1128, 1128A, 
1156, or 1842(j)(2),[203]. [1903(i) final sentence; 1903(i)(2)(A)] 
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F.13.03 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying  for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital) furnished at 
the medical direction or on the prescription of a physician, during the period when such physician is 
excluded from participation under title V, XVIII, or XX or under this title pursuant to section 1128, 
1128A, 1156, or 1842(j)(2) and when the person furnishing such item or service knew, or had reason 
to know, of the exclusion (after a reasonable time period after reasonable notice has been furnished 
to the person). [1903(i) final sentence; 1903(i)(2)(B)]  

F.13.04 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital) furnished by 
an individual or entity to whom the state has failed to suspend payments during any period when 
there is a pending investigation of a credible allegation of fraud against the individual or entity, 
unless the state determines there is good cause not to suspend such payments. [1903(i) final 
sentence; 1903(i)(2)(C)] 

F.13.05 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital) with respect to 
any amount expended for which funds may not be used under the Assisted Suicide Funding 
Restriction Act of 1997. [1903(i) final sentence; 1903(i)(16)] 

F.13.06 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital) with respect to 
any amount expended for roads, bridges, stadiums, or any other item or service not covered under the 
Medicaid State Plan. [1903(i) final sentence; 1903(i)(17)] 

F.13.07 [Applies to MCO, PCCM] 
The contract prohibits the MCE from paying for an item or service (other than an emergency item or 
service, not including items or services furnished in an emergency room of a hospital) for home 
health care services provided by an agency or organization, unless the agency provides the state with 
a surety bond as specified in Section 1861(o)(7) of the Act. [1903(i) final sentence; 1903(i)(18)] 

F.14 Enhanced Payments for Primary Care Services 

F.14.01 [Applies to MCO, PIHP, PAHP] 
For calendar years (CY) 2013 and 2014 the contract requires the MCE to make enhanced payments 
for primary care services delivered by, or under the supervision of, a physician with a specialty 
designation of family medicine, general internal medicine, or pediatric medicine. [11/06/2012 final 
rule; 42 CFR 438.6(c)(5)(vi)(A); 42 CFR 447.400(a); Increased Payment to PCPs Q&A] 

F.14.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to base enhanced primary care payments on the Medicare Part B fee 
schedule rate or, if greater, the payment rate that would be applicable in 2013 and 2014 using the CY 
2009 Medicare physician fee schedule conversion factor.  If no applicable rate is established by 
Medicare, the MCE uses the rate specified in a fee schedule established by CMS. [11/06/2012 final 
rule; 42 CFR 438.6(c)(5)(vi)(A); 42 CFR 447.405; Increased Payment to PCPs Q&A] 
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F.14.03 [Applies to MCO, PIHP, PAHP] 
The contract stipulates that the MCE make enhanced primary care payments for all Medicaid-
covered Evaluation and Management (E&M) billing codes 99201 through 99499 and Current 
Procedural Terminology (CPT) vaccine administration codes 90460, 90461, 90471, 90472, 90473, 
and 90474, or their successor codes. [11/06/2012 final rule; 42 CFR 438.6(c)(5)(vi)(A); 42 CFR 
447.405(c); Increased Payment to PCPs Q&A] 

F.14.04 [Applies to MCO, PIHP, PAHP] 
If the state elected to deliver the enhanced primary care payments on a non-risk reconciled basis, the 
contract identifies the reconciled payment as a separate arrangement from the capitation payment. 
[CMS Medicaid Managed Care Payment for PCP Services in 2013 and 2014: Technical Guidance 
and Rate Setting Practices] 

F.14.05 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to provide documentation to the state, sufficient to enable the state 
and CMS to ensure that primary care enhanced payments were made to network providers. 
[11/06/2012 final rule; 42 CFR 438.6(c)(5)(vi)(B); Increased Payment to PCPs Q&A] 

F.15 FQHC Wrap Payments 

F.15.01 [Applies to MCO] 
The contract provides that if a MCE enters into a contract for the provision of services with a 
Federally–qualified health center (FQHC) or a rural health clinic (RHC), the MCE shall provide 
payment that is not less than the level and amount of payment which the MCE would make for the 
services if the services were furnished by a provider which is not a FQHC or RHC. 
[1903(m)(2)(A)(ix)]  

F.16 Drug Rebates 

F.16.01 [Applies to MCO] 
The contract provides that covered outpatient drugs dispensed to individuals eligible for medical 
assistance who are enrolled with the MCE shall be subject to the same rebate requirements as the 
State is subject under section 1927 and that the State shall collect such rebates from manufacturers. 
[1903(m)(2)(A)(xiii); SMDL#10-006]  

F.16.02 [Applies to MCO] 
The contract requires the MCE to report to the State, on a timely and periodic basis specified by the 
Secretary, information on the total number of units of each dosage form and strength and package 
size by National Drug Code of each covered outpatient drug dispensed to enrollees for which the 
entity is responsible for coverage (other than outpatient drugs) and other data as the Secretary 
determines necessary. [1903(m)(2)(A)(xiii); SMDL#10-006]   

F.17 EHR Incentive Payments 

F.17.01 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state requires the MCE to disburse electronic health records (EHR) incentive payments to 
eligible professionals, the contract establishes a methodology for verifying that this process does not 
result in payments that exceed 105 percent of the capitation rate , in accordance with 42 CFR 438.6 
c)(5)(iii). [1903(t); 42 CFR 495.332 (d)(2); 42 CFR 438.6(c)(5)(iii); 42 CFR 495.332 (d)(2); 42 CFR 
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438.6(c)(5)(iii); 42 CFR 495.304; 42 CFR 495.310(c); 42 CFR 447.253(e); 42 CFR 495.370(a); 
SMD# 09-006, Attachment A]    

F.17.02 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state requires the MCE to disburse EHR incentive payments to eligible professionals, the 
contract includes a description of the process and methodology for ensuring and verifying that 
incentive payments are paid directly to the eligible professional (or to an employer or facility to 
which such provider has assigned payments) without any deduction or rebate. [1903(t)(6)(A)(ii); 42 
CFR 495.310(k); 42 CFR 495.332(c)(9)] 

F.17.03 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state requires the MCE to disburse EHR incentive payments to eligible professionals, the 
contract includes a description of the process and methodology for verifying that all incentive 
payment reassignments to an entity promoting the adoption of certified EHR technology, as 
designated by the State, are voluntary for the Medicaid eligible professional involved. 
[1903(t)(6)(A)(ii); 42 CFR 495.310(k); 42 CFR 495.332(c)(9)] 

F.17.04 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state requires the MCE to disburse EHR incentive payments to eligible professionals, the 
contract includes a description of the process and methodology for verifying that entities promoting 
the adoption of certified EHR technology do not retain more than 5 percent of such payments for 
costs not related to certified EHR technology (and support services including maintenance and 
training) that is for, or is necessary for the operation of, such technology. [1903(t)(6)(A)(ii); 42 CFR 
495.310(k); 42 CFR 495.332(c)(9)] 

F.17.05 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state delegates any of its responsibilities for administering EHR incentive payments to the 
MCE, the contract should describe the delegated activities. [42 CFR 438.6(c)(4)(ii)(A); Page 44514, 
Medicare and Medicaid Programs: Electronic Health Care Incentive Program: Final Rule, July 28, 
2010] 

G. Quality and Utilization Management   

G.1 EQRO 

G.1.01 [Applies to MCO, PIHP] 
The contract requires the MCE to undergo annual, external independent reviews of the quality 
outcomes, timeliness of, and access to, the services covered under each contract. [42 CFR 438.350] 

G.2 Care Coordination 

G.2.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to implement procedures to ensure that each enrollee has an ongoing 
source of primary care appropriate to their needs. [42 CFR 438.208(b)(1)] 

G.2.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to implement procedures to ensure that each enrollee has a person or 
entity, formally designated, as primarily responsible for coordinating their health care services. [42 
CFR 438.208(b)(1) and (2)] 
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G.2.03 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE implement procedures to coordinate services it furnishes to the 
enrollee with the services the enrollee receives from any other MCO, PIHP, or PAHP. [42 CFR 
438.208(b)(2)]  

G.2.04 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to share the results of its identification and assessment of any 
enrollee with special health care needs (as defined by the state) with other MCOs, PIHPs or PAHPs 
serving the enrollee, so that those activities will not be duplicated. [42 CFR 438.208(b)(3)] 

G.3 Authorization 

G.3.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that for standard authorization decisions, the MCE provides notice as 
expeditiously as the enrollee’s health condition requires and within State-established timeframes that 
may not exceed 14 calendar days after receipt of request for service, with a possible extension of 14 
days if the enrollee or provider requests an extension or the MCE justifies the need for additional 
information and how the extension is in the enrollee’s interest. [42 CFR 438.210(d)(1)] 

G.3.02 [Applies to MCO, PIHP, PAHP] 
The contract requires that when a provider indicates, or the MCE determines, that following the 
standard authorization decision timeframe could seriously jeopardize the enrollee’s life or health or 
ability to attain, maintain, or regain maximum function, the MCO must make an authorization 
decision and provide notice as expeditiously as the enrollee’s health condition requires and no later 
than 3 working days after receipt of the request for the service.  The 3 working day period may be 
extended by up to 14 calendar days if the enrollee requests an extension or the MCE justifies a need 
for additional information and is able to demonstrate how the extension is in the enrollee’s best 
interest. [42 CFR 438.210(d)(2)] 

G.3.03 [Applies to MCO, PIHP, PAHP] 
The contract specifies that compensation to individuals or entities that conduct utilization 
management activities is not structured so as to provide incentives for denying, limiting, or 
discontinuing medically necessary services to any enrollee. [42 CFR 438.210(e)] 

G.3.04 [Applies to MCO, PIHP, PAHP] 
The MCE contract defines “service authorization” in a manner that at least includes a managed care 
enrollee’s request for the provision of service. [42 CFR 431.201] 

G.4 Staffing Training 

G.4.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that decisions regarding utilization management, enrollee education, coverage 
of services, and other areas to which practice guidelines apply should be consistent with such 
practice guidelines. [42 CFR 438.236(d)] 

G.4.02 [Applies to MCO, PIHP, PAHP] 
The contract requires that any decision to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested, must be made by a health care 
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professional who has appropriate clinical expertise in treating the enrollee’s condition or disease. [42 
CFR 438.210(b)(3)] 

G.5 Quality 

G.5.01 [Applies to MCO, PIHP] 
The contract requires that the MCE has an ongoing quality assessment and performance 
improvement program for the services it furnishes to its enrollees. [42 CFR 438.240(a)(1)] 

G.5.02 [Applies to MCO, PIHP] 
The contract specifies that CMS, in consultation with States and other stakeholders, may specify 
performance measures and topics for performance improvement projects to be required by States in 
their contracts with MCEs. [42 CFR 438.240(a)(2)] 

G.5.03 [Applies to MCO, PIHP] 
The contract requires that the MCE have in effect mechanisms to detect both underutilization and 
overutilization of services. [42 CFR 438.240(b)(3)] 

G.5.04 [Applies to MCO, PIHP] 
The contract requires that the MCE have in effect mechanisms to assess the quality and 
appropriateness of care furnished to enrollees with special health care needs. [42 CFR 438.240(b)(4)] 

G.5.05 [Applies to MCO, PIHP] 
The contract requires that the MCE conduct performance improvement projects that are designed to 
achieve, through ongoing measurements and intervention, significant improvement, sustained over 
time, in clinical care and nonclinical care areas that are expected to have a favorable effect on health 
outcomes and enrollee satisfaction. [42 CFR 438.240(b)(1)] 

G.5.06 [Applies to MCO, PIHP] 
The contract requires that the MCE report the status and results of each performance improvement 
project to the State as requested. [42 CFR 438.240(d)(1)(2)] 

G.5.07 [Applies to MCO, PIHP] 
The contract requires that performance improvement projects involve the following: (1) 
Measurement of performance using objective quality indicators. (2) Implementation of system 
interventions to achieve improvement in quality. (3) Evaluation of the effectiveness of the 
interventions. (4) Planning and initiation of activities for increasing or sustaining improvement. [42 
CFR 438.240(d)(1)] 

G.5.08 [Applies to MCO, PIHP] 
The contract requires that each performance improvement project be completed in a reasonable time 
period to allow information on the success of performance improvement projects to be available to 
the state for its annual review of each MCE’s quality assessment and performance improvement 
program. [42 CFR 438.240(d)(2)]  

G.5.09 [Applies to MCO, PIHP] 
If required by the state, the contract specifies a process for the MCE’s own evaluation of the impact 
and effectiveness of its quality assessment and performance improvement program. [42 CFR 
438.240(e)(2)] 
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G.6 Medical Record Content 

G.6.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires that medical record content must include at a minimum for hospitals and 
mental hospitals: (1) Identification of the beneficiary. (2) Physician name. (3) Date of admission and 
dates of application for and authorization of Medicaid benefits if application is made after admission; 
the plan of care (as required under 456.172 (mental hospitals) or 456.70 (hospitals). (4) Initial and 
subsequent continued stay review dates (described under 456.233 and 465.234 (for mental hospitals) 
and 456.128 and 456.133 (for hospitals). (5)  Reasons and plan for continued stay if applicable. (6) 
Other supporting material the committee believes appropriate to include. For non-mental hospitals 
only: (7) Date of operating room reservation. (8) Justification of emergency admission if applicable. 
[42 CFR 456.111; 42 CFR 456.211] 

G.7 Cultural Competence 

G.7.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE participate in the State’s efforts to promote the delivery of 
services in a culturally competent manner to all enrollees, including those with limited English 
proficiency and diverse cultural and ethnic backgrounds. [42 CFR 438.206(c)(2)]  

G.8 Special Health Care Needs 

G.8.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE implement mechanisms to assess each Medicaid enrollee 
identified as having special health care needs in order to identify any ongoing special conditions of 
the enrollee that require a course of treatment or regular care monitoring. The assessment 
mechanisms must use appropriate health care professionals. [42 CFR 438.208(c)(2)] 

G.8.02 [Applies to MCO, PIHP, PAHP] 
If the State requires the MCE to produce a treatment plan for enrollees determined to need a course 
of treatment or regular care monitoring, the contract requires the treatment plan must be developed 
by the enrollee’s primary care provider with enrollee participation, and in consultation with any 
specialists caring for the enrollee. [42 CFR 438.208(c)(3)] 

G.8.03 [Applies to MCO, PIHP, PAHP] 
If the State requires the MCE to produce a treatment plan for enrollees determined to need a course 
of treatment or regular care monitoring, the contract requires the treatment plan must be approved by 
the entity in a timely manner, if this approval is required. [42 CFR 438.208(c)(3)] 

G.8.04 [Applies to MCO, PIHP, PAHP] 
If the State requires the MCE to produce a treatment plan for enrollees determined to need a course 
of treatment or regular care monitoring, the contract requires the treatment plan must be in accord 
with any applicable State quality assurance and utilization review standards. [42 CFR 438.208(c)(3)] 

G.8.05 [Applies to MCO, PIHP, PAHP] 
Enrollees with special health care needs. Direct Access to Specialists.  For enrollees determined to 
need a course of treatment or regular care monitoring, the contract requires the MCE must have a 
mechanism in place to allow enrollees to directly access a specialist as appropriate for the enrollee’s 
condition and identified needs. [42 CFR 438.208(c)(4)] 
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H. Grievance and Appeals  

H.1 Grievance System (requirements applying to both grievances and appeals) 

H.1.01 [Applies to MCO, PIHP] 
The contract requires the MCE to give enrollees any reasonable assistance in completing grievance 
and appeal forms and other procedural steps, not limited to providing interpreter services and toll-
free numbers with TTY/TDD and interpreter capability. [42 CFR 438.406(a)(1)] 

H.1.02 [Applies to MCO, PIHP] 
The contract requires the MCE to acknowledge receipt of each grievance and appeal. [42 CFR 
438.406(a)(2)] 

H.1.03 [Applies to MCO, PIHP] 
The contract requires the MCE to ensure that decision makers on grievances and appeals were not 
involved in previous levels of review or decision-making. [42 CFR 438.406(a)(3)(i)]   

H.1.04 [Applies to MCO, PIHP] 
The contract requires the MCE to ensure that decision makers on grievances and appeals are health 
care professionals with appropriate clinical expertise if the decision involves: (1) An appeal of a 
denial based on lack of medical necessity. (2)  A grievance regarding denial of expedited resolution 
of an appeal; or (3) Any grievance or appeal involving clinical issues. [42 CFR 438.406(a)(3)(ii)] 

H.1.05 [Applies to MCO, PIHP, PAHP, PCCM] 
If the state requires the enrollee to seek redress through the MCE’s grievance system before the state 
makes a decision on the enrollee’s request for disenrollment, the contract requires the MCE to 
complete review of the grievance or appeal in time to permit the disenrollment to be effective no 
later than the first day of the second month following the month in which the enrollee or the MCE 
files the request. [42 CFR 438.56(d)(5)(ii); 42 CFR 438.56(e)(1)] 

H.2 -10 Appeals Process 

H.2 Actions That May Be Appealed 

H.2.01 [Applies to MCO, PIHP] 
The MCE contract must define “appeal” as the request for review of an action. [42 CFR 431.201; 42 
CFR 438.400(b); 42 CFR 438.52(b)(2)(ii); 42 CFR 438.56(f)(2)] 

H.2.02 [Applies to MCO, PIHP] 
The MCE contract must define “action.” The definition must include all of the elements described 
below. [42 CFR 431.201; 42 CFR 438.400(b); 42 CFR 438.52(b)(2)(ii); 42 CFR 438.56(f)(2)] 

Definition of Action:                                                                                                                                                                                                                                                   
• Denial or limited authorization of a requested service, including the type or level of service. 
• Reduction, suspension, or termination of a previously authorized service. 
• Denial, in whole or in part, of payment for a service. 
• Failure to provide services in a timely manner, as defined by the State.  
• Failure of the MCE to process grievances, appeals or expedited appeals within required 

timeframes, or 
• For a rural area resident with only one MCO, the denial of a Medicaid enrollee’s request to 

obtain services outside the network:  
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1. From any other provider (in terms of training, experience, and specialization) not available 
within the network. 

2. From a non-network provider who is the main source of a service to the recipient, as long as 
that provider is given the same opportunity to become a participating provider as other 
similar providers.  If the provider does not choose to join the network or does not meet the 
qualifications, the enrollee is given a choice of participating providers and is transitioned to a 
participating provider within 60 days. 

3. Because the only plan or provider available does not provide the service due to moral or 
religious objections. 

4. Because the recipient’s provider determines that the recipient needs related services that 
would subject the recipient to unnecessary risk if received separately and not all related 
services are available within the network.  

5. The State determines that other circumstances warrant out-of-network treatment. 
 

H.2.03 [Applies to PAHP] 
The MCE contract must define “action” as a termination, suspension, or reduction (which includes 
denial of a service based on OGC interpretation of 42 CFR 431) of Medicaid eligibility or covered 
services.  It also means determinations by skilled nursing facilities and nursing facilities to transfer 
or discharge residents and adverse determinations made by a State with regard to the preadmission 
screening and annual resident review requirements of section 1919(e)(7) of the Act. [42 CFR 
431.201]   

H.3 Notice of Adverse Action Requirements 

H.3.01 [Applies to MCO, PIHP] 
The contract requires that the MCE’s notice of adverse action explain all of the following: (1) The 
action the MCE or its contractor has taken or intends to take. (2) The reasons for the action. (3) The 
enrollee’s or the provider’s right to file an appeal. (4) If the State does not require the enrollee to 
exhaust the MCO or PIHP level appeal procedures, the enrollee’s right to request a State Fair 
Hearing; (5) Procedures for exercising enrollee’s rights to appeal or grieve.  (6) Circumstances under 
which expedited resolution is available and how to request it. (7) The enrollee’s right to have 
benefits continue pending the resolution of the appeal, how to request that benefits be continued, and 
the circumstances under which the enrollee may be required to pay the costs of continued services. 
[42 CFR 438.404(b); 42 CFR 438.210(c)] 

H.3.02 [Applies to MCO, PIHP] 
The contract requires the MCE to provide the notice of adverse action in writing.  The notice must 
meet all of the following requirements: (1) Be available in the state-established prevalent non-
English languages in its service area. (2) Be available in alternative formats for persons with special 
needs. (3) Use easily understood language and format. [42 CFR 438.404(a); 42 CFR 438.10(c) and 
(d)]     

H.4 Notice of Adverse Action Timing 

H.4.01 [Applies to MCO, PIHP] 
The contract requires the MCE to give notice of adverse action at least 10 days before the date of 
action, when the action is a termination, suspension, or reduction of previously authorized Medicaid-
covered services. [42 CFR 438.404(c)(1); 42 CFR 431.211] 
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H.4.02 [Applies to MCO, PIHP] 
The contract allows the MCE to give notice of adverse action as few as 5 days prior to the date of 
action if the MCE has verified information indicating probable beneficiary fraud. [42 CFR 
438.404(c)(1); 42 CFR 431.214] 

H.4.03 [Applies to MCO, PIHP]  
The contract requires the MCE to give notice of adverse action by the date of the action when any of 
the following occur: (1) The recipient has died. (2) The enrollee submits a signed written statement 
requesting service termination. (3) The enrollee submits a signed written statement including 
information that requires service termination or reduction and indicates that he understands that 
service termination or reduction will result. (4)The enrollee has been admitted to an institution in 
which he is ineligible for Medicaid services. (5) The enrollee’s address is determined unknown based 
on returned mail with no forwarding address. (6) The enrollee is accepted for Medicaid services by 
another local jurisdiction, state, territory, or commonwealth. (7) A change in the level of medical 
care is prescribed by the enrollee’s physician. (8) The notice involves an adverse determination with 
regard to  preadmission screening requirements.(9) The transfer or discharge from a facility will 
occur in an expedited fashion as described in 42 CFR 483.12(a)(5)(ii). [42 CFR 438.404(c)(1); 42 
CFR 431.213] 

H.4.04 [Applies to MCO, PIHP] 
The contract requires the MCE to give notice of adverse action on the date of action when the action 
is a denial of payment. [42 CFR 438.404(c)(2)] 

H.4.05 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to give notice of adverse action as expeditiously as the enrollee’s 
health condition requires within State-established timeframes that may not exceed 14 calendar days 
following receipt of the request for service, for standard authorization decisions that deny or limit 
services. [42 CFR 438.210(d)(1); 42 CFR 438.404(c)(3)] 

H.4.06 [Applies to MCO, PIHP, PAHP] 
The contract allows the MCE to extend the 14 calendar day service authorization notice timeframe of 
up to 14 additional calendar days if the enrollee or the provider requests extension; or if the MCE 
justifies a need (to the state agency, upon request) for additional information and shows how the 
extension is in the enrollee’s best interest. [42 CFR 438.210(d)(1); 42 CFR 438.404(c)(4)] 

H.4.07 [Applies to MCO, PIHP, PAHP] 
The contract requires that if the MCE extends the 14 calendar day service authorization notice 
timeframe, it must give the enrollee written notice of the reason for the extension and inform the 
enrollee of the right to file a grievance if he/she disagrees with the decision. [42 CFR 438.210(d)(1); 
42 CFR 438.404(c)(4)] 

H.4.08 [Applies to MCO, PIHP, PAHP] 
The MCE contract requires that for cases in which a provider indicates, or the MCE determines, that 
following the standard authorization timeframe could seriously jeopardize the enrollee's life or health 
or his/her ability to attain, maintain, or regain maximum function, the MCE must make an expedited 
service authorization decision and provide notice as expeditiously as the enrollee’s health condition 
requires and no later than 3 working days after receipt of the request for service. [42 CFR 
438.210(d)(2); 42 CFR 438.404(c)(6)] 
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H.4.09 [Applies to MCO, PIHP, PAHP] 
The contract provides that the MCE may extend the 3 working day expedited service authorization 
decision time period by up to 14 calendar days if the enrollee requests an extension, or if the MCO, 
PIHP, or PAHP justifies (to the state agency, upon request) a need for additional information and 
how the extension is in the enrollee’s interest. [42 CFR 438.210(d)(2); 42 CFR 438.404(c)(6)] 

H.4.10 [Applies to MCO, PIHP] 
The contract requires that the MCE give notice on the date that the timeframes expire, when service 
authorization decisions are not reached within the applicable timeframes for either standard or 
expedited service authorizations. [42 CFR 438.404(c)(5)] 

H.5 Who may File Appeals 

H.5.01 [Applies to MCO, PIHP] 
The contract requires the MCE to allow enrollees and providers, acting on behalf of the enrollee and 
with the enrollee's written consent, to file appeals. [42 CFR 438.402(b)(1)] 

H.6 Timeframes for Filing Appeals 

H.6.01 [Applies to MCO, PIHP] 
The contract requires the MCE to allow the enrollee, or provider acting on behalf of the enrollee, to 
file an appeal within a reasonable State-defined timeframe that cannot be less than 20 days or exceed 
90 days from the date on the entity’s notice of action. [42 CFR 438.402(b)(2)] 

H.7 Process for Filing an Appeal of Expedited Appeal Request  

H.7.01 [Applies to MCO, PIHP] 
The contract requires the MCE to allow the enrollee, or provider acting on behalf of the enrollee, to 
file an appeal either orally or in writing, and unless an expedited resolution is requested, follow the 
oral filing with a written, signed, appeal. [42 CFR 438.402(b)(3)(ii)] 

H.7.02 [Applies to MCO, PIHP] 
The contract requires the MCE to ensure that oral inquiries seeking to appeal an action are treated as 
appeals, and confirmed in writing unless the enrollee or the provider requests expedited resolution. 
[42 CFR 438.406(b)(1)] 

H.7.03 [Applies to MCO, PIHP] 
The contract requires the MCE to provide a reasonable opportunity to present evidence and 
allegations of fact or law, in person as well as in writing. [42 CFR 438.406(b)(2)] 

H.7.04 [Applies to MCO, PIHP] 
The contract requires the MCE to allow the enrollee and his/her representative opportunity, before 
and during the appeals process, to examine the enrollee’s case file (including medical records and 
any other documents and records). [42 CFR 438.406(b)(3)] 

H.7.05 [Applies to MCO, PIHP] 
The contract requires the MCE to consider the enrollee, his/her representative, or the legal 
representative of a deceased enrollee’s estate as parties to an appeal. [42 CFR 438.406(b)(4)] 
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H.7.06 [Applies to MCO, PIHP] 
The contract requires the MCE to establish and maintain an expedited review process for appeals, 
when the MCO or PIHP determines (for a request from the enrollee) or when the provider indicates 
(in making the request on the enrollee's behalf or supporting the enrollee's request) that taking the 
time for a standard resolution could seriously jeopardize the enrollee's life or health or ability to 
attain, maintain, or regain maximum function. [42 CFR 438.410 (a)] 

H.7.07 [Applies to MCO, PIHP] 
The contract does not allow the MCE to require that the enrollee, or provider acting on behalf of the 
enrollee, follow an oral request for an expedited appeal with a written, signed appeal. [42 CFR 
438.402(b)(3)(ii)] 

H.7.08 [Applies to MCO, PIHP] 
The contract requires the MCE to inform enrollees of the limited time available to present evidence 
and allegations of fact or law, in the case of expedited appeal resolution. [42 CFR 438.406(b)(2)]   

H.7.09 [Applies to MCO, PIHP] 
The contract requires that if the MCE denies a request for expedited resolution of an appeal, it 
transfer the appeal to the standard timeframe of no longer than 45 days from the day the MCE 
receives the appeal (with a possible 14-day extension); and give the enrollee prompt oral notice of 
the denial and a written notice within two calendar days. [42 CFR 438.410 (c)] 

H.8 Timeframe for Resolving Appeals and Expedited Appeals 

H.8.01 [Applies to MCO, PIHP] 
The contract requires the MCE to resolve each appeal and provide notice, as expeditiously as the 
enrollee’s health condition requires, within State-established timeframes not to exceed 45 days from 
the day the MCE receives the appeal. [42 CFR 438.408(a); 42 CFR 438.408(b)(2)] 

H.8.02 [Applies to MCO, PIHP] 
The contract provides that the MCE may extend the timeframe for processing an appeal by up to 14 
calendar days if the enrollee requests the extension; or the MCE shows that there is need for 
additional information and that the delay is in the enrollee’s interest (upon State request). [42 CFR 
438.408(c)(1)] 

H.8.03 [Applies to MCO, PIHP] 
The contract requires the MCE to give the enrollee written notice of the reason for any extension to 
the timeframe for processing an appeal that is not requested by the enrollee. [42 CFR 438.408(c)(2)] 

H.8.04 [Applies to MCO, PIHP] 
The contract requires the MCE to resolve each expedited appeal and provide notice, as expeditiously 
as the enrollee’s health condition requires, within state-established timeframes not to exceed 3 
working days after the MCE receives the expedited appeal request. [42 CFR 438.408(a); 42 CFR 
438.408(b)(3)] 

H.8.05 [Applies to MCO, PIHP] 
The contract provides that the MCE may extend the timeframe for processing an expedited appeal by 
up to 14 calendar days if the enrollee requests the extension; or the MCE shows that there is need for 
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additional information and that the delay is in the enrollee’s interest (upon State request). [42 CFR 
438.408(c)(1)] 

H.8.06 [Applies to MCO, PIHP] 
The contract requires the MCE to give the enrollee written notice of the reason for any extension to 
the timeframe for processing an expedited appeal that is not requested by the enrollee. [42 CFR 
438.408(c)(2)] 

H.9 Notice of Resolution for Appeals 

H.9.01 [Applies to MCO, PIHP] 
The contract requires that the MCE provide written notice of the disposition of the appeals process. 
The written resolution notice must include the results and date of the appeal resolution. [42 CFR 
438.408(d)(2)(i); 42 CFR 438.408(e)] 

H.9.02 [Applies to MCO, PIHP] 
For appeal decisions not wholly in the enrollee’s favor, the contract requires the MCE to include the 
following in the written resolution notice: (1) Right to request a State Fair Hearing. (2) How to 
request a State Fair Hearing. (3) The right to continue to receive benefits pending a hearing. (4) How 
to request the continuation of benefits. (5) Notice that the enrollee may be liable for the cost of any 
continued benefits if the MCE’s action is upheld in the hearing. [42 CFR 438.408(d)(2)(i); 42 CFR 
438.408(e)] 

H.9.03 [Applies to MCO, PIHP] 
The contract requires the MCE to provide written notice, and make reasonable efforts to provide oral 
notice, of the resolution of an expedited appeal. [42 CFR 438.408(d)(2)(ii)] 

H.10 Continuation of Benefits 

H.10.01 [Applies to MCO, PIHP] 
The contract requires that the MCE continue the enrollee's benefits while an appeal is in process if 
all of the following conditions are met: (1) The appeal is filed on or before the later of the following: 
(a) Within 10 days of the MCE mailing the notice of action, or (b) The intended effective date of the 
MCE’s proposed action. (2) The appeal involves the termination, suspension, or reduction of a 
previously authorized course of treatment; (3) The services were ordered by an authorized provider. 
(4) The authorization period has not expired. (4) The enrollee requests extension of benefits. [42 
CFR 438.420(a); 42 CFR 438.420(b)] 

H.10.02 [Applies to MCO, PIHP] 
The contract requires that if the MCE continues or reinstates the enrollee's benefits while the appeal 
is pending, the benefits must be continued until one of the following occurs: (1) The enrollee 
withdraws the appeal, (2) The enrollee does not request a State Fair Hearing with continuation of 
benefits within 10 days from the date the MCE mails an adverse appeal decision, (3) A State Fair 
Hearing decision adverse to the enrollee is made, or (4) The service authorization expires or 
authorization limits are met. [42 CFR 438.420(c)] 



39 

H.10.03 [Applies to MCO, PIHP] 
The contract provides that the MCE may recover the cost of the continued services furnished to the 
enrollee while the appeal was pending if the final resolution of the appeal upholds the MCE’s action. 
[42 CFR 438.420(d); 42 CFR 431.230(b)] 

H.10.04 [Applies to MCO, PIHP] 
The contract requires the MCE to authorize or provide the disputed services promptly, and as 
expeditiously as the enrollee's health condition requires if the services were not furnished while the 
appeal was pending and if the MCE or State Fair Hearing Officer reverses a decision to deny, limit, 
or delay services. [42 CFR 438.424(a)] 

H.10.05 [Applies to MCO, PIHP] 
The contract requires the MCE to pay for disputed services received by the enrollee while the appeal 
was pending, unless State policy and regulations provide for the State to cover the cost of such 
services, when the MCE or State Fair Hearing Officer reverses a decision to deny authorization of 
the services. [42 CFR 438.424(b)]  

H.10.06 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE notify the requesting provider and give the enrollee written 
notice of any decision to deny a service authorization request, or to authorize a service in an amount, 
duration, or scope that is less than requested. [42 CFR 438.210(c)] 

H.11 Grievances 

H.11.01 [Applies to MCO, PIHP] 
The MCE contract defines a grievance as an expression of dissatisfaction about any matter other than 
an “action”. [42 CFR 438.400(b)] 

H.11.02 [Applies to MCO, PIHP] 
The MCE contract specifies whether enrollees may file grievances only with the MCE or if the 
enrollee can also file a grievance directly with the State. [42 CFR 438.402(b)(3)(i)] 

H.11.03 [Applies to MCO, PIHP] 
The MCE contract states that an enrollee may file a grievance either orally or in writing. [42 CFR 
438.402(b)(3)] 

H.11.04 [Applies to MCO, PIHP] 
The contract requires that the MCE dispose of each grievance and provide notice, as expeditiously as 
the enrollee’s health condition requires, within State-established timeframes not to exceed 90 days 
from the day the MCE receives the grievance. [42 CFR 438.408(a); 42 CFR 438.408(b)(1)] 

H.11.05 [Applies to MCO, PIHP] 
The contract specifies the state established method that MCEs will use to notify an enrollee of the 
disposition of a grievance. [42 CFR 438.408(d)(1)] 
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I. Program Integrity  

I.1 Exclusions 

I.1.01 [Applies to MCO, PIHP, PAHP] 
The contract requires that the MCE not employ or contract with providers excluded from 
participation in Federal health care programs. [42 CFR 438.214(d)]    

I.1.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract establishes that FFP is not available for any amounts paid to an MCE that could be 
excluded from participation in Medicare or Medicaid for any of the following reasons: (1) The MCE 
is controlled by a sanctioned individual (2) The MCE  has a contractual relationship that provides for 
the administration, management or provision of medical services, or the establishment of policies, or 
the provision of operational support for the administration, management or provision of medical 
services, either directly or indirectly, with an individual convicted of certain crimes as described in 
section 1128(b)(8)(B) of the Act (3) The MCE employs or contracts, directly or indirectly, for the 
furnishing of health care, utilization review, medical social work, or administrative services, with 
one of the following: (a) Any individual or entity excluded from participation in Federal health care 
programs. (b) Any entity that would provide those services through an excluded individual or entity. 
[1903(i)(2); 42 CFR 431.55(h); 42 CFR 438.808; 42 CFR 1001.1901(c); 42 CFR 1002.3(b)(3); SMD 
letter 6/12/08; SMD letter 1/16/09] 

I.2 Requirements, procedures, and reporting 

I.2.01 [Applies to MCO, PIHP] 
The contract requires the MCE to certify enrollment information, encounter data, and other 
information submitted to the state for purposes of developing MCE payments. [42 CFR 438.604; 42 
CFR 438.606] 

I.2.02 [Applies to MCO, PIHP] 
The contract requires that data submitted to the state by the MCE for purposes of developing MCE 
payments be accompanied by a certification, which attests, based on best knowledge, information, 
and belief that the data are accurate, complete and truthful. [42 CFR 438.604; 42 CFR 438.606] 

I.2.03 [Applies to MCO, PIHP] 
The contract requires that data and documents submitted to the state by the MCE for the purpose of 
determining MCE payments are certified by one of the following: (1) The MCE’s Chief Executive 
Officer (2) The MCE’s Chief Financial Officer (3) An individual who has delegated authority to sign 
for, and who reports directly to, the MCE’s Chief Executive Officer or Chief Financial Officer. [42 
CFR 438.604; 42 CFR 438.606] 

I.2.04 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from knowingly having a director, officer, or partner who is (or is 
affiliated with a person/entity that is) debarred, suspended, or excluded from participation in federal 
healthcare programs. [1932(d)(1); 42 CFR 438.610; SMD letter 6/12/08; SMD letter 1/16/09] 

I.2.05 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from knowingly having a person with ownership of more than 5% of 
the MCE’s equity who is (or is affiliated with a person/entity that is) debarred, suspended, or 
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excluded from participation in federal healthcare programs. [1932(d)(1); 42 CFR 438.610; SMD 
letter 6/12/08; SMD letter 1/16/09] 

I.2.06 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract prohibits the MCE from knowingly having an employment, consulting, or other 
agreement with an individual or entity for the provision of MCE contract items or services who is (or 
is affiliated with a person/entity that is) debarred, suspended, or excluded from participation in 
federal healthcare programs. [1932(d)(1); 42 CFR 438.610; SMD letter 6/12/08; SMD letter 1/16/09] 

I.3 Disclosure 

I.3.01 [Applies to MCO, HIO, PIHP, PAHP, PCCM] 
The contract requires the MCE to disclose to the state any persons or corporations with an ownership 
or control interest in the MCE that: (1) has direct, indirect, or combined direct/indirect ownership 
interest of 5% or more of the MCE’s equity, (2) owns 5% or more of any mortgage, deed of trust, 
note, or other obligation secured by the MCE if that interest equals at least 5% of the value of the 
MCE’s assets, (3) is an officer or director of an MCE organized as a corporation, or (4) Is a partner 
in an MCE organized as a partnership. [1124(a)(2)(A); 1903(m)(2)(A)(viii); 42 CFR 455.100-104] 

I.3.02 [Applies to MCO, HIO, PIHP, PAHP, PCCM] 
The contract requires the MCE to disclose the following information to the state for any person or 
corporation with ownership or control interest in the MCE: (1) Name and address (The address for 
corporate entities must include as applicable primary business address, every business location, and 
P.O. Box address.) (2) Date of birth and Social Security Number (in the case of an individual). (3) 
Other tax identification number (in the case of a corporation) (4) Whether the person (individual or 
corporation) with an ownership or control interest in the MCE or an MCE subcontractor is related to 
another person with ownership or control interest in the MCE as a spouse, parent, child, or sibling. 
(5) The name of any other Medicaid provider or fiscal agent in which the person or corporation has 
an ownership or control interest. (6) The name, address, date of birth, and Social Security Number of 
any managing employee of the MCE. [1124(a)(2)(A); 1903(m)(2)(A)(viii); 42 CFR 455.100-103; 42 
CFR 455.104(b)] 

I.3.03 [Applies to MCO, HIO, PIHP, PAHP] 
The contract requires the MCE to disclose information on individuals or corporations with an 
ownership or control interest in the MCE to the State at the following times: (i) When the MCE 
submits a proposal in accordance with the state’s procurement process (ii) When the MCE executes a 
contract with the state, (iii) When the state renews or extends the MCE contract (iv) Within 35 days 
after any change in ownership of the MCE. [1124(a)(2)(A); 1903(m)(2)(A)(viii); 42 CFR 455.100-
103; 42 CFR 455.104(c)(3)] 

I.3.04 [Applies to PCCM] 
The contract requires the MCE to disclose information on individuals or corporations with an 
ownership or control interest in the MCE to the state at the following times: (i) When the provider 
submits a provider application (ii) When the provider executes a provider agreement with the state 
(iii) Upon request of the state during the revalidation of the provider enrollment (iv) Within 35 days 
after any change in ownership of the provider. [1124(a)(2)(A); 1903(m)(2)(A)(viii); 42 CFR 
455.100-103; 42 CFR 455.104(c)(1) and (4)] 
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I.4 Reporting Transactions 

I.4.01 [Applies to MCO] 
The contract requires the MCE to report to the State and, upon request, to the Secretary of DHHS, 
the Inspector General of the DHHS, and the Comptroller General a description of transactions 
between the MCE and a party in interest (as defined in section 1318(b) of such Act), including the 
following transactions: (i) Any sale or exchange, or leasing of any property between the MCE and 
such a party (ii) Any furnishing for consideration of goods, services (including management 
services), or facilities between the MCE and such a party, but not including salaries paid to 
employees for services provided in the normal course of their employment. (iii) Any lending of 
money or other extension of credit between the MCE and such a party. [1903(m)(4)(A)] 

J. General Terms and Conditions 

J.1 Inspection 

J.1.01 [Applies to MCO, PIHP, PAHP] 
The risk contract requires that the State agency and Department of Health and Human Services are 
allowed to inspect and audit any financial records of the MCE or its subcontractors. [42 CFR 
438.6(g)]  

J.1.02 [Applies to MCO, PIHP, PAHP] 
The risk contract requires that the Secretary, DHHS and the State (or any person or organization 
designated by either) have the right to audit and inspect any books or records of the MCE or its 
subcontractors pertaining to: 1. The ability of the MCE to bear the risk of financial losses 2. Services 
performed or payable amounts under the contract. [1903(m)(2)(A)(iv)] 

J.2 Compliance with State and Federal Laws 

J.2.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the  MCE to comply with all applicable Federal and State laws and regulations 
including: (1) Title VI of the Civil Rights Act of 1964 (2) Title IX of the Education Amendments of 
1972 (regarding education and programs and activities) (3) The Age Discrimination Act of 1975 (4) 
The Rehabilitation Act of 1973 - The Americans with Disabilities Act. [42 CFR 438.6(f)(1); 42 CFR 
438.100(d)] 

J.2.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to comply with applicable Federal and State laws regarding privacy 
and confidentiality. [42 CFR 438.6(f)(1); 42 CFR 438.100(d); 42 CFR 438.100(d)]                                                                       

J.2.03 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract requires the MCE to comply with any applicable Federal and State laws that pertain to 
enrollee rights and ensure that its staff and affiliated providers take those rights into account when 
furnishing services to enrollees. [42 CFR 438.100(a)(2)] 

J.3 HIPPA 

J.3.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to use and disclose individually identifiable health information, such 
as medical records and any other health or enrollment information that identifies a particular 
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enrollee, in accordance with the confidentiality requirements in 45 CFR parts 160 and 164. [42 CFR 
438.208(b)(4); 42 CFR 438.224; 45 CFR Part 160; 45 CFR Part 164] 

J.4 Subcontracts 

J.4.01 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to oversee and be held accountable for any functions or 
responsibilities it delegates to a subcontractor. [42 CFR 438.230(a)(1)] 

J.4.02 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to evaluate a prospective subcontractor’s ability to perform the 
activities prior to delegating the activities. [42 CFR 438.230(b)(1)] 

J.4.03 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to execute a written agreement with any subcontractors that specifies 
the activities and report responsibilities delegated to the subcontractor. [42 CFR 438.230(b)(2)(i)] 

J.4.04 [Applies to MCO, PIHP, PAHP] 
The MCE contract requires subcontracts entered into by the MCE to comply with any 42 CFR 438 
requirements that pertain to the service or activity performed by the subcontractor. [42 CFR 438.6(l)] 

J.4.05 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to execute a written agreement with any subcontractors that specifies 
the MCE’s right to revoke the subcontract or impose sanctions if the subcontractor’s performance is 
inadequate. [42 CFR 438.230(b)(2)(ii)] 

J.4.06 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to monitor the subcontractor’s performance on an ongoing basis. This 
includes conducting formal reviews according to a review schedule that is set by the State and 
consistent with industry standards and State MCO laws. [42 CFR 438.230(b)(3)] 

J.4.07 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE and subcontractor to take corrective action on any identified 
deficiencies or areas of improvement. [42 CFR 438.230(b)(4)] 

J.5 TPL Activities 

J.5.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies any activities the MCE is to perform related to third party liability,  including: 
(1) How the MCE will reduce payments based on payments by a third party for any part of a service, 
and (2) Whether the State or the MCE retains the third party liability collections. [42 CFR 433 Sub 
D; 42 CFR 447.20] 

J.6 Sanctions 

J.6.01 [Applies to MCO, PCCM] 
The contract provides that if the MCE fails to substantially provide medically necessary services to 
an enrollee that the MCE is required to provide under law or under its contract with the State, the 
state may impose a civil monetary penalty of up to $25,000 for each failure to provide services.  The 
state may also: (1) Appoint temporary management to the MCE (2) Grant enrollees the right to 
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disenroll without cause (3) Suspend all new enrollments to the MCE (4) Suspend payments for new 
enrollments to the MCE. [42 CFR 438.700(b)(1); 42 CFR 438.702(a)(1); 42 CFR 438.704(b)(1)(i); 
1903(m)(5)(A)(i); 1903(m)(5)(B); 1932(e)(1)(A)(i); 1932(e)(2)(A)(i)] 

J.6.02 [Applies to MCO, PCCM] 
The contract provides that If the MCE imposes premiums or charges on enrollees that are in excess 
of those permitted  in the Medicaid program, the state may impose a civil monetary of up to $25,000 
or double the amount of the excess charges (whichever is greater)  The state may also: (1) Appoint 
temporary management to the MCE (2) Grant enrollees the right to disenroll without cause (3) 
Suspend all new enrollments to the MCE (4) Suspend payments for new enrollments to the MCE. 
[42 CFR 438.700(b)(2); 42 CFR 438.702(a)(1); 42 CFR 438.704(c); 1903(m)(5)(A)(ii); 
1903(m)(5)(B); 1932(e)(1)(A)(ii); 1932(e)(2)(A)(iii)] 

J.6.03 [Applies to MCO, PCCM] 
The contract provides that if the MCE discriminates among enrollees on the basis of their health 
status or need for health services, the state may impose a civil monetary penalty of up to $100,000 
for each instance of discrimination.  The state may impose a civil monetary penalty of up to $15,000 
for each individual the MCE did not enroll because of a discriminatory practice, up to the $100,000 
maximum.   The state may also: (1) Appoint temporary management to the MCE (2) Grant enrollees 
the right to disenroll without cause (3) Suspend all new enrollments to the MCE (4) Suspend 
payments for new enrollments to the MCE. [42 CFR 438.700(b)(3); 42 CFR 438.702(a)(1); 42 CFR 
438.704(b)(2)&(3); 1903(m)(5)(A)(iii); 1903(m)(5)(B); 1932(e)(1)(A)(iii); 1932(e)(2)(A)(ii)& (iv)] 

J.6.04 [Applies to MCO, PCCM] 
The contract provides that if the MCE misrepresents or falsifies information that it furnishes to CMS 
or to the State, the state may impose a civil monetary penalty of up to $100,000 for each instance of 
misrepresentation.  The state may also: (1) Appoint temporary management to the MCE (2) Grant 
enrollees the right to disenroll without cause (3) Suspend all new enrollments to the MCE (4) 
Suspend payments for new enrollments to the MCE. [1932(e)(1)(iv); 42 CFR 438.700(b)(4); 42 CFR 
438.702(a)(1); 42 CFR 438.704(b)(2); 1903(m)(5)(A)(iv)(l); 1903(m)(5)(B); 1932(e)(1)(A)(iv)(I); 
1932(e)(2)(A)(ii)] 

J.6.05 [Applies to MCO, PCCM] 
The contract provides that if the MCE misrepresents or falsifies information that it furnishes to an 
enrollee, potential enrollee, or health care provider, the state may impose a civil monetary penalty of 
up to $25,000 for each instance of misrepresentation. The state may also: (1) Appoint temporary 
management to the MCE (2) Grant enrollees the right to disenroll without cause (3) Suspend all new 
enrollments to the MCE (4) Suspend payments for new enrollments to the MCE. [42 CFR 
438.702(a)(1); 42 CFR 438.700(b)(5); 42 CFR 438.704(b)(1)(ii); 1903(m)(5)(A)(iv)(II); 
1903(m)(5)(B); 1932(e)(1)(A)(iv)(II); 1932(e)(2)(A)(i)] 

J.6.06 [Applies to MCO, PCCM] 
The contract provides that if the MCE fails to comply with the Medicare physician incentive plan 
requirements, the state may impose a civil monetary penalty of up to $25,000 for each failure to 
comply.  The state may also: (1) Appoint temporary management to the MCE (2) Grant enrollees the 
right to disenroll without cause (3) Suspend all new enrollments to the MCE (4) Suspend payments 
for new enrollments to the MCE. [42 CFR 438.700(b)(6); 42 CFR 438.702(a)(1); 42 CFR 
438.704(b)(1)(iii); 1903(m)(5)(A)(v); 1903(m)(5)(B); 1932(e)(1)(A)(v); 1932(e)(2)(A)(i)] 
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J.6.07 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that if the MCE distributes marketing materials that have not been approved 
by the State or that contain false or misleading information, either directly or indirectly through any 
agent or independent contractor, the state may impose a civil monetary penalty of up to $25,000 for 
each distribution. [42 CFR 438.700(c); 42 CFR 438.704(b)(1)(iv); 1932(e)(1)(A); 1932(e)(2)(A)(i)] 

J.6.08 [Applies to MCO, PCCM] 
The contract provides that if the MCE violates any other applicable requirements in 1903(m), 1932 
or 1905(t) of the Act, the state may impose only the following sanctions: (1) Grant enrollees the right 
to disenroll without cause (2) Suspend all new enrollments to the MCE (3) Suspend payments for all 
new enrollments to the MCE. [43 CFR 438.700(d); 42 CFR 438.702(a)(3),(4)&(5); 1932(e)(2)(C); 
1932(e)(2)(D); 1932(e)(2)(E)] 

J.6.09 [Applies to MCO, PIHP, PAHP, PCCM] 
The MCE contract provides that the state may impose additional sanctions provided for under state 
statutes or regulations to address noncompliance. [42 CFR 438.702(b)] 

J.6.10 [Applies to MCO] 
The MCE contract specifies that the state will deny payments for new enrollees when, and for so 
long as, payment for those enrollees is denied by CMS based on a state’s recommendation under 42 
CFR 438.730. [42 CFR 438.726(b); 42 CFR 438.730(e)] 

J.6.11 [Applies to MCO] 
The MCE contract specifies the circumstances under which the state will impose optional temporary 
management.  Temporary management may only be imposed when: There is continued egregious 
behavior by the MCE, there is substantial risk to enrollees’ health, or the sanction is necessary to 
ensure the health of the MCE’s enrollees. [42 CFR 438.706(a); 1932(e)(2)(B)(i)] 

J.6.12 [Applies to MCO] 
The MCE contract specifies that the state must impose mandatory temporary management and grant 
enrollees the right to terminate MCE enrollment without cause when an MCE repeatedly fails to 
meet substantive requirements in Sections 1903(m) or 1932 of the Act or 42 CFR 438.  The state 
may not delay the imposition of temporary management to provide a hearing and may not terminate 
temporary management until it determines that the MCE can ensure the sanctioned behavior will not 
reoccur. [42 CFR 438.706(b); 1932(e)(2)(B)(ii)] 

J.7 Termination 

J.7.01 [Applies to MCO, PCCM] 
The contract specifies that the state may terminate an MCE contract, and place enrollees into a 
different MCE or provide Medicaid benefits through other State Plan authority, if the State 
determines that the MCE has failed to carry out the substantive terms of its contracts or meet the 
applicable requirements of 1932, 1903(m) or 1905(t) of the Act. [42 CFR 438.708(a); 42 CFR 
438.708(b); 1903(m); 1905(t); 1932] 
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J.8 Contract Sanctions and Terminations 

J.8.01 [Applies to MCO, PCCM] 
After the MCE is notified that the state intends to terminate the contract, the contract permits the 
State to give the MCE’s enrollees notice of the State’s intent to terminate a contract. [1932(e)(4); 42 
CFR 438.722(a)] 

J.8.02 [Applies to MCO, PCCM] 
After the MCE is notified that the state intends to terminate the contract, the contract permits the 
State to allow enrollees to disenroll immediately and without cause. [1932(e)(4); 42 CFR 
438.722(b)] 

J.9 Insolvency 

J.9.01 [Applies to MCO, PIHP, PAHP] 
The MCE contract specifies that Medicaid enrollees are not held liable for the MCE’s debts, in the 
event the MCE becomes insolvent. [42 CFR 438.106(a); 1932(b)(6)] 

J.9.02 [Applies to MCO, PIHP, PAHP] 
The MCE contract specifies that Medicaid enrollees are not held liable for covered services provided 
to the enrollee, for which the state does not pay the MCE. [42 CFR 438.106(b)(1); 1932(b)(6)] 

J.9.03 [Applies to MCO, PIHP, PAHP] 
The MCE contract specifies that Medicaid enrollees are not held liable for covered services provided 
to the enrollee, for which the state or MCE does not pay the provider that furnishes the service under 
a contractual, referral, or other arrangement. [42 CFR 438.106(b)(2); 42 CFR 438.6(l); 42 CFR 
438.230; 1932(b)(6)] 

J.9.04 [Applies to MCO, PIHP, PAHP] 
The MCE contract specifies that Medicaid enrollees are not held liable for covered services 
furnished under a contract, referral, or other arrangement to the extent that those payments are in 
excess of the amount the enrollee would owe if the MCE provided the services directly. [42 CFR 
438.106(c); 42 CFR 438.6(l); 42 CFR 438.230; 1932(b)(6)] 

J.9.05 [Applies to MCO, PIHP] 
The contract requires the MCE to meet states solvency standards for private health maintenance 
organizations, or be licensed or certified by the state as a risk-bearing entity. [1903(m)(1); 42 CFR 
438.116(b)(2)(i); 42 CFR 438.116(b)] 

J.9.06 [Applies to MCO, PIHP, PAHP] 
The contract requires the MCE to provide assurances satisfactory to the state that its provision 
against the risk of insolvency is adequate to assure that Medicaid enrollees will not be liable for the 
MCE’s debt if the MCE becomes insolvent. [42 CFR 438.116(a)] 
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K. State Obligations  

K.1 Enrollee Information 

K.1.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies that the state identifies the prevalent non-English languages spoken by 
enrollees and potential enrollees and provides that information to the MCE. [42 CFR 438.10(c)(1)] 

K.1.02 [Applies to MCO, PIHP, PAHP, PCCM] 
If the MCE does not cover counseling or referral services because of moral or religious objections 
and chooses not to furnish information to enrollees on how and where to obtain such services, the 
contract specifies that the state provides that information to enrollees. [42 CFR 438.10(f)(6)(xii)] 

K.2 State Fair Hearing Process 

K.2.01 [Applies to MCO, PIHP, PAHP] 
If the state delegates this function, the MCE contract specifies any state fair hearing notice 
requirements that are the responsibility of the MCE. [42 CFR 438.228(b)] 

K.2.02 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract specifies that if the State restricts disenrollment, the State must ensure that any enrollee 
dissatisfied with a State agency determination that there is not good cause for disenrollment is given 
access to a State Fair Hearing. [42 CFR 438.56(f)(2)] 

K.2.03 [Applies to MCO, PIHP] 
The contract provides that the State permits the enrollee to request a State Fair Hearing within a 
reasonable time period specified by the State, of not less than 20 or in excess of 90 days from: (1) the 
date on the MCE’s notice of action, If the State does not require exhaustion of the MCE  level appeal 
procedures and the enrollee appeals directly to the State for a fair hearing, or (2) the date on the 
MCE’s notice of resolution, If the State requires exhaustion of the MCE  level appeal procedures. 
[CFR 438.408(f)(1)] 

K.2.04 [Applies to MCO, PIHP] 
The contract specifies that the parties to the State Fair Hearing include the MCE as well as the 
enrollee and his or her representative or the representative of a deceased enrollee's estate. [CFR 
438.408(f)(2)] 

K.2.05 [Applies to MCO, PIHP] 
The contract requires the MCE to pay for disputed services received by the enrollee while the appeal 
was pending (unless State policy and regulations provide for the State to cover the cost of such 
services) when the MCE or State Fair Hearing Officer reverses a decision to deny authorization of 
the services. [42 CFR 438.424(b)] 

K.2.06 [Applies to MCO, PIHP] 
The contract provides that the State’s standard timeframe for reaching its decision on a state fair 
hearing request is within 90 days of the date the enrollee filed the appeal with the MCE if the 
enrollee filed initially with the MCE (excluding the days the enrollee took to subsequently file for a 
State Fair Hearing) or the date the enrollee filed for direct access to a State Fair Hearing. [42 CFR 
431.244(f)(1)] 
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K.2.07 [Applies to MCO, PIHP] 
The contract provides that the state’s timeframe for reaching an expedited state fair hearing decision, 
when the appeal was heard first through the MCE appeal process, is as expeditiously as the 
enrollee’s health condition requires, but no later than 3 working days from state  receipt of a hearing 
request for a denial of a service that: (1) Meets the criteria for an expedited appeal process but was 
not resolved within the  MCE’s expedited appeal timeframes, or (2) Was resolved wholly or partially 
adversely to the enrollee using the MCE’s expedited appeal timeframes. [42 CFR 431.244(f)(2)] 

K.2.08 [Applies to MCO, PIHP] 
The contract provides that the state’s timeframe for reaching an expedited resolution, when the 
appeal was made directly to the State Fair Hearing process without accessing the MCE appeal 
process, is as expeditiously as the enrollee’s health condition requires, but no later than 3 working 
days from state receipt of a hearing request for a denial of a service that meets the criteria for an 
expedited resolution. [42 CFR 431.244(f)(3)] 

K.3 Program Integrity 

K.3.01 [Applies to MCO, PIHP, PAHP, PCCM] 
The contract provides that if the State learns that an MCE has a prohibited relationship with a person 
or entity who is debarred, suspended, or excluded from participation in federal healthcare programs, 
the State,: (1) Must notify the Secretary of the noncompliance. (2) May continue an existing 
agreement with the MCE unless the Secretary directs otherwise. (3) May not renew or extend the 
existing agreement with the MCE unless the Secretary provides to the State and to Congress a 
written statement describing compelling reasons that exist for renewing or extending the agreement. 
[42 CFR 438.610(c)] 

K.3.02 [Applies to MCO, PIHP, PAHP] 
The contract specifies the state’s safeguards against conflict-of-interest on the part of state and local 
officers and employees and agents of the state who have responsibilities relating to the MCE contract 
or the default enrollment process. [1932(d)(3); 41 USC 423; 42 CFR 438.58; 48 CFR 3.104-1] 

K.4 Contract Sanctions and Terminations 

K.4.01 [Applies to MCO, PCCM] 
The contract specifies that if the state imposes a civil monetary penalty on the MCE for charging 
premiums or charges in excess of the amounts permitted under Medicaid, the state deducts the 
amount of the overcharge from the penalty and returns it to the affected enrollee. [42 CFR 
438.704(c)] 

K.4.02 [Applies to MCO] 
The contract specifies that if the state imposes temporary management because an MCO has 
repeatedly failed to meet substantive requirements in Sections 1903(m) or 1932 of the Act or 42 CFR 
438 , the state must notify affected enrollees of their right to terminate enrollment without cause. [42 
CFR 438.706(b)] 

K.4.03 [Applies to MCO, PCCM] 
The MCE contract specifies that the state will provide the MCE with timely written notice before 
imposing any intermediate sanction (other than required temporary management) that explains the 
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basis and nature of the sanction and any due process protections the state elects to provide. [42 CFR 
438.710(a)]  

K.4.04 [Applies to MCO, PCCM] 
The MCE contract specifies that the state will provide the MCE with a pre-termination hearing. [42 
CFR 438.710(b)] 

K.4.05 [Applies to MCO, PCCM] 
The MCE contract specifies that the State must give the MCE a written notice of its intent to 
terminate, the reason for termination, and the time and place of the hearing. [42 CFR 
438.710(b)(2)(i)]  

K.4.06 [Applies to MCO, PCCM] 
The MCE contract specifies that the State must provide the MCE written notice of the decision 
affirming or reversing the proposed termination of the contract, and for an affirming decision, the 
effective date or termination. [42 CFR 438.710(b)(2)(ii)] 

K.4.07 [Applies to MCO, PCCM] 
The MCE contract specifies that the State must give the enrollees of the MCE notice of the 
termination and inform enrollees of their options for receiving Medicaid services following the 
effective date of termination. [42 CFR 438.710(b)(2)(iii)] 

K.4.08 [Applies to MCO, PCCM] 
After the MCE is notified that the state intends to terminate the contract, the contract permits the 
State to give the MCE’s enrollees notice of the State’s intent to terminate a contract. [1932(e)(4); 42 
CFR 438.722(a)] 

K.4.09 [Applies to MCO, PCCM] 
After the MCE is notified that the state intends to terminate the contract, the contract permits the 
State to allow enrollees to disenroll immediately without cause. [1932(e)(4); 42 CFR 438.722(b)] 

K.5 No Supplemental Payments 

K.5.01 [Applies to MCO, PIHP, PAHP] 
The contract provides that the State agency must ensure that no payment is made to a provider other 
than the MCE for services available under the contract between the State and the MCE, except when 
these payments are specifically provided for in title XIX of the Act, in 42 CFR, or when the State 
agency has adjusted the capitation rates paid under the contract, for graduate medical education. [42 
CFR 438.60] 

K.6 Monitoring MCE Operations 

K.6.01 [Applies to MCO, PIHP, PAHP] 
The contract specifies that the   State agency has in effect procedures for monitoring the MCE’s 
operations, including, at a minimum, operations related to: (1) recipient enrollment and 
disenrollment, (2) processing grievances and appeals, (3) violations subject to intermediate 
sanctions, as set for in Subpart I of 42 CFR 438, (4) violations of the conditions for receiving federal 
financial participation, as set forth in Subpart J of 42 CF 438, and (5)  All other provisions of the 
contract, as appropriate. [42 CFR 438.66(a)] 
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K.7 ID Special healthcare Needs 

K.7.01 [Applies to MCO, PIHP, PAHP] 
The contract specifies that the State identifies enrollees with special healthcare needs, as defined by 
the State, to the MCE. [42 CFR 438.208(c)(1)] 

K.8 Credentialing and Re-credentialing Policy 

K.8.01 [Applies to MCO, PIHP, PAHP] 
The contract specifies that the state-established uniform provider credentialing and re credentialing 
policy must be followed by the MCE. [42 CFR 438.214(b)(1)] 


	A. Contract Completeness
	B. Enrollment and Disenrollment
	C. Beneficiary Notification
	D. MCE Policies, Procedures, and Systems
	E. Providers and Provider Network
	F. Coverage
	G. Quality and Utilization Management
	H. Grievance and Appeals
	I. Program Integrity
	J. General Terms and Conditions
	K. State Obligations

